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relieves both stiffness and pain with safety... sustained effect 


NOTABLE SAFETY—unusually low toxicity; no known contraindications: 
side effects are rare; drowsiness may occur, usually at higher dosage. 


RAPID ACTION—starts to act quickly. 
SUSTAINED EFFECT —relief lasts up to 6 hours. 
EASY TO USE—usual adult dosage is one 350 mg. tablet 3 times daily and at bedtime. 


= (> | 


‘. 2 
i) WALLACE LABORATORIES, New Brunswick, New Jersey Literature and samples on request 


Supplied 

as white, coated, 350 mg. 
tablets, bottles of 50. Also 
available for pediatric use: 
250 mg. orange capsules, 
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depends on a more complete softening of the 
increased fecal load. ONE Surfak capsule is all 
that is needed to soften fecal matter up to 
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This superior fecal softening effectiveness of 
Surfak is demonstrated in the chart shown, which 
indicates that a much wider range of patients 
—even those with severe constipation—can be 
successfully treated with only one capsule 
daily with usually complete freedom from side 
effects. Surfak is non-laxative, thus eliminating 
the “griping,” flatulence, oily leakage 
or danger of habituation often associated 
with laxative therapy. 
DOSAGE: One Surfak 240 mg. soft gelatin 
capsule daily for adults. Surfak 50 mg. soft 
gelatin capsules—for children, and adults with 
minimum needs, one to three daily. 
SUPPLY: 240 mg.—bottles of 15 and 100. 

50 mg.—bottles of 30 and 100. 
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A NEW CLASS OF DRUG FOR THE RELIEF OF PAIN 





analexin 


the first analgomylaxant key a single chemical 
he is both a general non-narcotic analgesic 
and an effective muscle relaxant 
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raises pain threshold relaxes muscle tension the first analgomylaxant 











where pain makes tension 
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analexin 


stops both effectively 





Wainer? reports a series of 200 gynecologic cases treated with phenyramidol for various 
painful states. In fifty of these patients who had dysmenorrhea, excellent results were 
obtained in 40, good results in 5 and poor results in 5. Further examination in 4 cases 
not responding revealed presence of organic pathology. 


A second group of 50 cases with headache and associated premenstrual tension 
responded with good to excellent relief in 40. 


Wainer also reports the use of phenyramidol to replace codeine for postpartum pain 
and describes 100 cases wherein a combination of phenyramidol with aluminum aspirin 
successfully replaced aspirin and codeine therapy. 


In another series of dysmenorrhea cases, Bader® compiled data on 20 employees of 
a telephone company who required from 2 to 2 days off from work every month regard- 
less of previous therapy employed. With Analexin, satisfactory results were achieved in 
15 and a fair response obtained in the remaining five. All were able to remain on the job. 


“Phenyramidol more than satisfies ideal criteria for an orally administered moder- 
ately potent analgesic agent.” 


“Not only is satisfactory relief of painful states achieved in the majority of patients 
regardless of etiology and duration of pain, but there is also no evidence of cumulative 
toxicity. Furthermore in contrast to codeine and meperidine, the likelihood of untoward 
reactions occurring in ambulant patients is not high. This is a decided advantage since the 
control of pain in the ambulant patient with chronic pain is a major clinical problem.” 


“Phenyramidol (Analexin) with therapeutic doses is not only safe for chronic adminis- 
tration, but also to date we have noted no adverse effect upon the cardiovascular, 
gastrointestinal, liver, kidney or central nervous systems."” 


REFERENCES: |. Groy, A. P., and Heitmeier, D. E.: J. Am. Chem. Soc. 81:43 
81:4351, 1959. 3. O'Dell, T. B ilson, L. R.; Napoli, M. D.; White 
IZ 1960 on, L. R.; Napoli, M. D 
A. S.: The Use of P Obstetrics & Gynecology, rea 


6. Bader, C.: Clinical Rep f Medical Depa 


and Mouratoff, G. J.: Am. J. Med. Sc. 238:315, 1959 
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margin 

of 
difference 
in 
respiratory 
tract 
infections 


COSA-TERRAMYCIN’ 


oxytetracycline with glucosamine 


CAPSULES 






The greater effectiveness, proven safety 
and outstanding toleration of Terramycin 
provide a margin of difference for 

swift response and uncomplicated recovery. 


This margin is further extended by convenient, 
economical, ready-to-use Terramycin 
Intramuscular Solution followed by oral 
Cosa-Terramycin—the compatible, coordinated 


course of broad-spectrum therapy worthy Supply: Cosa-Terramycin Capsules—250 mg. and 125 

of consideration for your next patient with a Sn a. + comands te ; Ganesh eae ‘of ? 
e ° ° q ods , avored, 

respiratory infection. ON a Bod st 


oz. and 1 pint. New Cosa-Terrabon Pediatric Drops— 
100 mg./cc. (5 mg./drop), preconstituted, fruit fla- 
vored, 10 cc, bottle with calibrated plastic dropper. 
Terramycin Intramuscular Solutiont—ampules of 100 
mg./2 cc, and 250 mg./2 ce. 


Gz> Science for the world’s well-being™ Terramycin is also available in a variety of topical and 
local forms to meet specific therapeutic requirements, 
Pfizer Laboratories, Div., Chas. Pfizer & Co., Inc. Ciseiiniien 


tContains 2% Xylocaine® (lidocaine), istered trademark of 
Brooklyn 6, me Astra Pharmaceutical Products, Inc. _ 





Research Briefs from Searle 


Mornidine, the synthetic agent for control of 
morning sickness, has been found clinically ef- 
fective in more than 90 per cent of women so 
treated. Mornidine depresses the trigger zone of 
the emetic center. Little or no tranquilization has 
been observed! when used in recommended dos- 
age; moreover, Mornidine has also been found* to 
be effective in smaller dosage than that required 
with other phenothiazines. 

Enovid has been described* as a really potent 
and practical progestational agent. In the experi- 
ence of Rakoff*, twenty-six of thirty-eight patients 
with threatened or habitual abortion had term 
deliveries after Enovid therapy. Androgenicity 
was not observed. Not one patient complained of 
nausea, and therapy did not have to be discon- 
tinued because of any side effect. Successful 
response*** also followed Enovid therapy in men- 
orrhagia, metrorrhagia, oligomenorrhea, dysmen- 
orrhea and dysfunctional uterine bleeding. 

Although many substances are lethal to tricho- 
monads, vaginal and cervical infections are likely 
to recur readily unless normal vaginal acidity and 


growth of the protective Déderlein bacilli are re- 
established. Floraquin effectively combats patho- 
gens and simultaneously restores normal vaginal 
acidity. Pitt recommends’ vaginal insufflation of 
Floraquin powder daily for three to five days, fol- 
lowed by the daily insertion of Floraquin vaginal 
tablets throughout one or two menstrual cycles. 
Vallestril has given noteworthy results in more 
than 90 per cent of menopausal women; there are 
no significant side effects. As a result of a two-year 
study, Goldfarb and Napp* report: “Relief of 
symptoms was observed in 91 per cent of the pa- 
tients treated with methallenestril [Vallestril]. . . . 
No withdrawal bleeding or other untoward effects 
were noted....” 
References: 
1. Friend, D.G.: Clin. Pharm. & Therap. 1:5 (Jan.) 1960.2. Parker, 
M. L.: Investigator’s Report, Dec. 24, 1958. 3. Tyler, E. T., and 
Olson, H. J.: Ann. New York Acad. Sc. 71:704 (July 30) 1958. 
4. Rakoff, A. E.: Symposium on Enovid, Chicago, Searle Research 
Laboratories, 1959, pp. 54-57. 5. Weinberg, C. H.: Symposium on 
Enovid, Chicago, Searle Research Laboratories, 1959, pp. 19-24. 
6. Chalmers, J. A.: Proc. Roy. Soc. Med. 52:516 (July) 1959. 7. Pitt, 
M. B.: J.M.A. Alabama 25:182 (Feb.) 1956. 8. Goldfarb, A. F., 
and Napp, E. E.: J.A.M.A. 161:616 (June 16) 1956. 
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LITTLE OR NO WITHDRAWAL BLEEDING 


Vallestril 


(brand of methallenestril) 


AMELIORATES MENOPAUSAL 
SYMPTOMS IN A HIGH PERCENTAGE 
OF PATIENTS 











... threatened or habitual 9 
abortion 


. . functional uterine 
bleeding 


... endometriosis 
... dysmenorrhea 


ENOVID*® 


(brand of norethynodrel with ethynylestradiol 
3-methyl ether) 


EXERTS NO ANDROGENICITY 





FLORAQUIN: 


(brand of diiodohydroxyquin compound) 


Norethynodrel, the principal constituent of 
Enovid, is the only progestin with the double 
bond in the position shown, thus differing 
from androgens and estrogens. Norethynodre! 
hos intrinsic estrogenicity (3 to 7 per cent that 


Zatee ooo Eliminates trichomonal 
Oo vaginitis and cervicitis; 


both progestational 
and estrogenic effects. 


* 
po oon al restores normal vaginal 
«ls 2 ae and estrogenic e ae 
in clinical practice. 
« Is not androgenic> in acidity 


clinical practice. 
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Katharine W. Wright, M.D. 

734 Noyes St., Evanston, Ill. 
OPPORTUNITIES 

Elizabeth A. McGrew, M.D. 

1853 W. Polk St., Chicago 12 
ORGANIZATION AND MEMBERSHIP 

Rosa Lee Nemir, M.D. 

7 Monroe Place, Brooklyn, N.Y. 
PUBLICATIONS 

Elizabeth S. Waugh, M.D. 

348 Green Lane, Philadelphia 28 
PUBLIC HEALTH 

Ruth E. Church, M.D. 

400 S. Spring, Springfield, Ill. 
PUBLICITY AND PUBLIC RELATIONS 

Eva T. Brodkin, M.D. 

365 Osborne Terrace, Newark 8, N.J. 
REFERENCE COMMITTEE A 

Rose V. Menendian, M.D. 

2400 W. Morse Ave., Chicago 45 
SCHOLARSHIPS 

Camilla Anderson, M.D. 

State Hospital, Salem, Ore. 
WOMAN’S MEDICAL COLLEGE OF PA. 

Catharine Macfarlane, M.D. 

701 Medical Arts Bldg., Philadelphia 


DIRECTOR OF JUNIOR MEMBERSHIP 
Esther C. Marting, M.D. 
2314 Auburn Ave., Cincinnati 


EXECUTIVE SECRETARY 
Lillian T. Majally 


1790 Broadway, New York 19, Circle 5-8000, ext. 8 


EDITOR OF THE JOURNAL 
Frieda Baumann, M.D. 
1790 Broadway, New York 19 
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dependable solution to 





Hmmonest gynecologic office problem” 


PVAGINITIS, CAUSED BY TRICHOMONAS VAGINALIS, CANDIDA 
mvs, Haemophilus vaginalis, or other bacteria, is still the 
pest gynecologic office problem . . . cases of chronic or 
Eifection are often extremely difficult to cure.” Among 75 
h vulvovaginitis caused by one or more of these 
MCOFURON IMPROVED cleared symptoms in 70; vir- 
Bsevere, chronic infections which had persisted 
herapy with other agents. “Permanent cure by 


nd clinical criteria was achieved in 56....” 
17:15, 1959 


COFURON 


Improved 


feves itching, burning, malodor and leukorrhea 
richomonas vaginalis, Candida (Monilia) albicans, 
8 Vaginalis = Achieves clinical and cultural cures 
s fail = Nonirritating and esthetically pleasing 


to lasting relief: 
ik for weekly insufflation in your office. MicoruR®, 


Mifuroxime, 0.5% and Furoxone®, brand of furazoli- 
% in an acidic water-dispersible base. 


ORIES for continued home use each morning and 
rst week and each night thereafter—especially during 


iortant menstrual days. Micorur 0.375% and FuROXONE 
0.25% § in a water-miscible base. 


Rx new box of 24 suppositories with applicator 
for more practical and economical therapy. 


s—a unique class of antimicrobials 
ORATORIES, NORWICH, NEW YORK 














AMWA BOARD OF DIRECTORS—(Continued from Page 448) 


REGIONAL DiRECTORS 
NEW ENGLAND (Maine, New Hampshire, Vermont, Massachusetts, Rhode Island, Connecticut) 
Augusta Foster Law, M.D., 16 South St., Milford, N.H. (1958-1961) 
NORTH ATLANTIC (New York, Pennsylvania, New Jersey, Delaware) 
Alma Dea Morani, M.D., 3665 Midvale Ave., Philadelphia (1957-1960) 
MIDDLE ATLANTIC (Maryland, District of Columbia, Virginia, West Virginia, Foreign) 
Mary K. L. Sartwell, M.D., 6811 Riggs Rd., Hyattsville, Md. (1957-1960) 
SOUTH ATLANTIC (North Carolina, South Carolina, Georgia, Florida, Puerto Rico) 
Mary B. H. Michal, M.D., M.P.H., Box 176, Waynesville, N.C. (1957-1960) 
NORTHEAST CENTRAL (Ohio, Indiana, Illinois, Michigan, Wisconsin) 
Dorothy Ruth Darling, M.D., 807 Fayette St., Gary, Ind. (1958-1961) 
SOUTHEAST CENTRAL (Kentucky, Tennessee, Alabama, Mississippi, Louisiana) 
Helen Cannon-Bernfield, M.D., Veterans Administration Hospital, Jackson, Miss. (1957-1960) 
NORTHWEST CENTRAL (Minnesota, Iowa, North Dakota, South Dakota, Nebraska) 


Grace M. Sawyer, M.D., Woodward, Iowa (1957-1960) 


SOUTHWEST CENTRAL (Missouri, Arkansas, Kansas, Oklahoma, Texas) 

Ruth Hartgraves, M.D., 1208 The Medical Towers, Houston 25, Texas (1958-1961) 
NORTHWEST (Montana, Wyoming, Idaho, Washington, Oregon, Alaska) 

Irene Grieve, M.D., 525 Fernwell Bldg., Spokane, Wash. (1959-1962) 
SOUTHWEST (Colorado, New Mexico, Utah, Arizona, California, Nevada, Hawaii) 

Gertrud Weiss, M.D., 4200 E. Ninth Ave., Denver 20, (1959-1962) 





STATE DIRECTORS 


CALIFORNIA: Jane Schaefer, M.D. 
490 Post St., San Francisco 
COLORADO: Mildred Doster, M.D. 
727 Birch St., Denver 20 
CONNECTICUT: Sophie C. Trent, M.D. 
236 W. Main St., Meriden 
DISTRICT OF COLUMBIA: 
Mary K. Sartwell, M.D. 
6811 Riggs Rd., Hyattsville, Md. 
GEORGIA: Dorothy E. Brinsfield, M.D. 
1123 Gordon St., S.W., Atlanta 10 
ILLINOIS: Rose V. Menendian, M.D. 
2400 W. Morse Ave., Chicago 
INDIANA: Clementine Frankowski, M.D. 
1907 New York Ave., Whiting 
IOWA: Evelyn M. Anderson, M.D. 
816 Equitable Bldg., Des Moines 
KENTUCKY: Helen B. Fraser, M.D. 
620 S. Third St., Louisville 2 
LOUISIANA: Mignon W. Jumel, M.D. 
3619 Prytania St., New Orleans 
MARYLAND: Mary Matthews, M.D. 
8106 Harford Rd., Baltimore 14 
MISSISSIPPI: Helen Siegrist, M.D. 
Veterans Administration Center, Jackson 
NEW HAMPSHIRE AND VERMONT: 
Augusta Foster Law, M.D. 
16 South St., Milford, N.H. 


NEW MEXICO: Evelyn F. Frisbie, M.D., and 
Lucy McMurray, M.D. 
106 Girard Blvd., S.E., Albuquerque 
NORTHERN CALIFORNIA: 
Phillis Bourne, M.D. 
3505 20th St., San Francisco 10 
OHIO: Marjorie Grad, M.D., and 
Jeanne E. Nitchals, M.D. 
1506 Chase Ave., and 
2205 Beechmont Ave., Cincinnati 
OREGON: Martha Van der Vlugt, M.D. 
John Day 
PENNSYLVANIA: Rebecca M. Rhoads, M.D. 
416 Chichester Lane, Wynnewood 
TEXAS: Ione Huntington, M.D. 
519 Medical Professional Bldg., San Antonio 5 
VIRGINIA: Lillian Lindemann, M.D. 
4708 Carey St., Richmond 
WASHINGTON: Bernice Sachs, M.D. 
200 15th Ave., Seattle 2 
WESTERN MASSACHUSETTS: 
Mary C. Shannon, M.D. 
28 Pleasant St., Worcester 
WEST VIRGINIA: Beatrice H. Kuhn, M.D. 
1109 Quarrier St., Charleston 
WISCONSIN: Elsine Moore Thomas, M.D. 
200 E. Wells St., Milwaukee 





SPECIAL COMMITTEES 
SCIENTIFIC ADVISORY COMMITTEE 
ON TRAFFIC ACCIDENT PREVENTION 
Camille Mermod, M.D. 
294 S. Centre St., Orange, N.J. 


1960 ANNUAL MEETING 
Ella M. Hediger, M.D., Chairman of Local 
Arrangements 
Jean Jones Perdue, M.D., Chairman of Hostesses 
Ella M. Enlows, M.D., Chairman of Registration 
Ruth Rumsey, M.D., Chairman of Transportation 
Nila K. Covalt, M.D., Chairman of Scientific 
Program 
NGO OBSERVER TO UN OFFICE OF 
PUBLIC INFORMATION 
Kathleen Shanahan, M.D. 
411 Churchill Rd., West Englewood, N.J. 


SPECIAL INFORMATION SERVICE 
Edith Petrie Brown, M.D. 
441 Turney Rd., Bedford, Ohio 


WOOLLEY MEMORIAL COMMITTEE 
Theresa Scanlan, M.D. 
133 E. 58th St., New York 3 
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Obedrin and the 60-10-70 Basic Plan pro- 
vide the three essentials of weight reduction: 


| é 
} q 
s by Abalanced Supporti Ga i _ 
upervision by alance upportive Dp @ ee ci _ os 
the physician eating plan medication : at ei >) €- as @ e & fl Bb 
urbs unhealthy food craving, enabling the 
establish correct eat 


| cess pounds and then 
maintain optimum weight. 


















A FLEXIBLE DOSAGE FORM PROVIDES DEPENDABLE CONTROL OF APPETITE 








RS 


tablets or capsules 











lunch dinner evening snack 





he Obedrin formula permits a flexible 
dosage schedule to depress the appetite at 
peak hunger periods. The physician can 


adjust dosage to fit each patient’s need. 



























ADVANTAGES OF OBEDRIN— 


A dependable anorexigenic agent 2 

A flexible dosage form 

Minimal central nervous stimulation 2 
Vitamins to supplement the diet 2 

No hazards of impaction $22 











Write for 60-10-70 
menus, weight charts, 
and Obedrin samples. | 
Used with the 60-10- 
70 Basic Plan, Obedrin 
offers an ideal weight- 
control regimenforthe 
overweight patient. } 















CoObedrim 


and the 60-10-70 Basic Plan 














Bristol, Tennessee - New York - Kansas City - San Francisco THE S. E. IV AsseNcILL COMPANY 





anxiety pushing it up? 





ERPASIL makes it go down! 


(reserpine ciBa) 
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for therapy American Medical 
of overweight patients Women’s Association, Inc. 


depresses appetite and elevates mood ONE, WASHINGTON, D.C. 
* meprobamate President: Alma Jane Speer, M.D., 3232 Garfield St., 


N.W., Washington 8, D.C. 
Secretary: Bertha Van Geldern, M.D., 3001 Cheverly 


eases tensions of dieting 


(yet without overstimulation, insomnia, 


or barbiturate hangover.) Ave., Cheverly, Md. 
Membership Chairman: Claudine Gay, M.D., 5030 
. Loughboro Rd., N.W., Washington, D.C. 
e * Meetings held first Tuesday, October to May. 


TWO, CHICAGO, ILLINOIS 


‘e President: Lilly A. Rappolt, M.D., 7141 Jeffery Ave., 
Chicago 49. 
Secretary: Margaret Gerber, M.D., 636 Church St., 
Evanston. 
: Membership Chairman: Gertrude Engbring, M.D., 
MEPROBAMATE WITH D-AMPHETAMINE SULFATE LEDERLE 4753 Broadway, Chicago 40. 


Meetings held monthly. 
THREE, MARYLAND 


is a logical combination in appetite control 














Each coated tablet (pink) contains. meprobamate, 400 m amphetamine sulfate, 5 m . . 
energy sare ndhparag they “or mesg aaa 7 President: Elizabeth Acton, M.D. 800 Cathedral St., 
Baltimore 1. 
Secretary: Ruth Allen, M.D., 1261 E. Belvedere Ave., 
LEDERLE LABORATORIES Baltimore 12. 
A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York Meetings held first Thursday of month. 
(Continued on page 460) 
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HOTEL ROOM RESERVATION 


American Medical Women’s Association, Inc. 


1960 ANNUAL MEETING 
The Carillon Hotel, Miami Beach, Fla. June 9-12, 1960 


MAIL TO: Mr. James Terry, Convention Manager, The Carillon 
68th Street, Miami Beach, Fla. 


Please reserve ______ single bedroom with bath at $12.00 per day 
_______twin bedroom with bath at $14.00 per day (double occupancy) 
________ twin bedroom with bath at $16.00 per day (double occupancy) 
I will arrive at - a.m. ee 
_. p.m. Date eens aeapabeeanis 
Person who will share twin bedroom: Name____ 


Address ___ 


Please mail confirmation to: Name (please print) 


Street P ; i ncincntiiaamemmntiiioeg . Zone —__. Seate__. 





PLEASE TAKE NOTICE 


MEMBERS WISHING TO RETAIN ROOMS AFTER JUNE 12 SHOULD RE- 
QUEST CONTINUATION OF ASSIGNMENT THROUGH THE AMA MIAMI 
BEACH HOUSING BUREAU, P.O. BOX 1511, MIAMI BEACH, FLA., NOT LATER 
THAN MAY 20. ADDRESS YOUR REQUEST TO THE ATTENTION OF MR. 
DARYL MILLER AND INDICATE THAT YOU ARE ATTENDING THE AMWA 
ANNUAL MEETING JUNE 9-12. 











IN DYSMENORRHEA, 
“tranquilaxant” 
treatment with 


Trancopat 


keeps most patients 
on the go... 


Sess ** . . dysmenorrhea is a symptom complex which 
has no one particular origin . . .”! tranquilaxant therapy, 
directed at two factors, has been particularly successful 
in alleviating menstrual pain and discomfort. The tran- 
quilaxant, Trancopal “...combines the properties of 
tranquilization and skeletal muscle relaxation, with no 
concomitant change in normal consciousness.”? 


“.,.able to continue their normal activities...”° 


Good to excellent results with Trancopal were obtained 
by Lichtman? in 139 of 173 patients with dysmenorrhea 
and premenstrual tension.‘ They “. . . had not only their 
symptoms controlled with chlormethazanone [Trancopal] 
but, even more important, the patients were in many 
instances able to continue their normal activities where 
previously they had been considerably restricted in their 
activities.” 

Stough’ studied 75 patients during 125 menstrual pe- 
riods and found that complete or moderate relief with 
Trancopal was obtained during 86.4 per cent of the 
periods. 


TRANCOPAL (BRAND OF CHLORMEZANONE) AND CAPLETS, TRADEMARKS REG. U.S. PAT. OFF. 


ee ee ee ts 


| ee 
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wn 







Shanaphy? reported satisfactory results with tranquilax- 
ant treatment with Trancopal in 41 of 50 patients with 
dysmenorrhea; 20 of these patients had been refractory 
to other methods of treatment. 

“Side effects were noticeably absent . . .”> 


100 or 200 mg. orally three or four times daily. 


Trancopal Caplets® 
100 mg. (peach colored, scored), bottles of 100. 
200 mg. (green colored, scored), bottles of 100. 


References: 1. Woodbury, R. A., in Drill, V. A.: Pharmacology 
in Medicine, ed. 2, New York, McGraw-Hill Book Company, 
Inc., 1958, p. 1003. 2. Shanaphy, J. F.: Current Therap. Res. 
1:59, Oct., 1959. 3. Lichtman, A. L.: Kentucky Acad. Gen. Pract. J. 
4:28, Oct., 1958. 4. Lichtman, A. L.: Scientific Exhibit, Inter- 
national College of Surgeons, Miami Beach, Fla., Jan. 4-7, 1959. 
5. Stough, A. R.: J. Oklahoma M, A. 52:575, Sept., 1959. 
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PROFESSIONAL MODEL USED FOR PHOTOGRAPH. 
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RATIONAL THERAPY 

IN A WIDE RANGE OF 

COMMON SKIN DISORDERS 
FURACIN-HC 


(NITROFURAZONE 0.2% ANDO HYDROCORTISONE 1%, EATON) 


CREAM 


INFECTED AND POTENTIALLY INFECTED DERMATOSES / PYODERMAS / ULCERS 
BURNS / AFTER PLASTIC, ANORECTAL AND MINOR SURGERY 


LPR 








FURACIN-HC Cream combines the anti-inflammatory and antipruritic effect of hydrocorti- 
sone with the dependable antibacterial action of FURACIN®, brand of nitrofurazone—the 
most widely prescribed single topical antibacterial. The broad bactericidal range of 
FURACIN includes stubborn staphylococcal strains, and there has been no development 
of ‘significant bacterial resistance after more than a dozen years of widespread clinical 
use. FURACIN is gentle to tissues, does not retard healing; its low sensitization rate is 
further minimized by the presence of hydrocortisone. 


FURACIN-HC Cream is available in tubes of 5 Gm. and 20 Gm. Fine vanishing cream base, 


water-soluble. 
NITROFURANS—a unique class of antimicrobials / EATON LABORATORIES, NORWICH, NEW YORK 


Products of Eaton Research 
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in Gynecologic Bleeding 
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with “PREMARIN” INTRAVENOUS 


Rapid control of functional uterine bleeding with 
“Premarin” Intravenous is especially valuable in the ex- 
sanguinated patient and in young girls when curettage 
is not feasible.! “The acutely hemorrhaging patient 
can also be benefited by intravenously administered 
estrogen, no matter what the underlying cause, by pre- 
venting further shock and tiding the patient over... .”2 


Over 1,500,000 “Premarin” Intravenous injections 
have been given to date without a single report of 


6019 


the physiologic hemostat 


toxicity — to control spontaneous hemorrhage, and to 
minimize blood loss during and after surgery. 


“Premaring® Intravenous (conjugated estrogens, 
equine) package contains one “‘Secule’ providing 20 
mg., and one 5 cc. vial sterile diluent. (Dosage may 
be administered intramuscularly to small children.) 


1. Randall, L. M. 2. Reich, W. J., Rubenstein, M. W., Nechtow, M. J., 
and Reich, J. B. (literature available on request). 


AYERST LABORATORIES 
New York 16,N. Y. Montreal, Canada 









a 
logical 
combination 
for 
appetite suppression 












AMAD 








Dosage: One tablet one-half to one hour before each meal 


<=> 


LEDERLE LABORATORIES 








meprobamate plus d-amphetamine 


. . Suppresses appetite ... elevates mood 
... reduces tension . . . without insomnia, 
overstimulation, or barbiturate hangover. 





Each coated tablet (pink) contains: meprobomate, 400 mg.; d-omphetomine sulfate, 5 mg 


A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 































The Carillon, Miami Beach, Fla. 


Friday, June 10— Luncheon: No. 


Dinner: No. 


Saturday, June 11—Luncheon: No. 
Dinner: No. 


Sunday, June 12— Luncheon: No. 
Dinner: No. 


Address 


MEAL RESERVATIONS 


American Medical Women's Association, Inc. 
1960 ANNUAL MEETING 


of 


of 


of 
of 


of 
of 


American Medical 


W omens Association, Inc. 
BRANCH OFFICERS, 1959-1960 


(Continued from Page 454) 


FOUR, NEW JERSEY 

President: Hilda C. Fliegel, M.D., 126 Gifford Ave., 
Jersey City. 

Secretary: Kathleen Shanahan, M.D., 411 Churchill 
Rd., West Englewood. 

\Wlembership Chairman: Ella Coughlan, M.D., 10 Oak- 
wood, Orange. 

FIVE, PORTLAND, OREGON 

President: Miriam Luten, M.D., 308 Taylor St. Bldg.., 
(919 Taylor St.), Portland 5. 

Secretary: Dorothy Vinton, M.D., 2455 N.W. Mar- 
shall, Suite 5, Portland 10. 

Dinner meetings held every two months, with a sym- 
posium on scientific topics of general interest. 

SV. ONIAHL AL NER ASK 

President: Aileen Mathiasen-Sciortino, M.D., 6 Hall 
St., Council Bluffs, lowa. 

Secretary: Louise M. Camel Farrage, M.D., 478 Elm- 
wood, Council Bluffs, lowa. 

EIGHT, NEW ORLEANS, LOUISIANA 

President: Georgiana J. von Langermann, M.D., 1430 

Tulane Ave., New Orleans. 
TEN, WISCONSIN 

President: Elaine Pedersen, M.D., 6040 W. Lisbon 
Ave., Milwaukee. 

Secretary-Treasurer: Mary Hall, M.D., 4042 N. Wil- 
son Drive, Milwaukee. 

(Continued on page 464) 


June 9-12, 1960 


Make checks payable to the American Medical Women’s Association 


MAIL TO: American Medical Women’s Association, Inc., 1790 Broadway, New York City 19 


NOT LATER THAN JUNE 1, 1960 


reservations 
(Compliments of the Allstate Insurance Company ) 











reservations @ $7.50 each $ 
reservations @ $5.00 each $ 
reservations @ $7.50 each §$ 
reservations _ @ $5.00 each $ 


reservations 


Reservations to be held in the name of (Please print) — 


(Hospitality compliments of the Florida members) 





What 5-fold 


Appetite - 
Growth with 


| LLOYD BROTHERS, INC. 


CINCINNATI 3, OHIO 


absorption really means... 


Cynal, the new modern approach to vitamin B12 therapy, results in a better 
patient response through L.B.12, a unique aid to vitamin Biz absorption. 
L.B.12 is vitamin Biz adsorbed on a special resin vehicle providing more 
than 5-fold the usual oral absorption of vitamin B:i2.! Cynal therapy aids in 
stimulating appetite, increasing food intake and helps insure healthy 
growth. 

A single dose of Cynal provides not only generous amounts of vitamin 
Biz but also vitamins Bi and Be as valuable adjuncts to absorption? and 
body metabolism. 








5-fold ORAL vitamin By absorption...plus tasty “Cherro-Chew” 
tablets which dissolve on the tongue or are easily crushed on a spoon 








Cynal is prepared in “Cherro-Chew” tablets for easy and pleasant 
administration. Soft, tasty cherry-flavored tablets can be dissolved 
on the tongue, chewed or swallowed whole. For liquid administra- 
tion, crushed Cynal tablets dissolve readily in water. 


EACH SOFT TABLET CONTAINS: 





Thiamine mononitrate (vitamin Bi)... . . . . 10mg. 
Witemein Bae (05... 38") . 2. 2 te te el lel lll 6 re. 
Pyridoxine hydrochloride (vitamin Bs) . . . . . . S5Smg. 


*Lloyd’s absorption-enhancing complex of vitamin B)2 (B)2 from Cobalamin Concentrate). 
DOSE: One tablet per day. 


SUPPLIED: Bottles of 50 tasty Cherro-Chew tablets. 


REFERENCES: 
1. Chow, B. F.: Gerontologio 2:213-221, 1958. 
2. Chow, B. F., et al.: Am. J. Clin. Nutrition 6:386, 1958 


LLOYD BROTHERS, INC. CINCINNATI 3, OHIO 





ETN 








orally effective progestational therapy 


RLUTIN 


(norethindrone, Parke-Davis) 
in conditions involving deficiency of progesterone... 


primary and secondary amenorrhea menstrual irregularity « func- 
tional uterine bleeding + endocrine infertility ¢ habitual abortion 


« threatened abortion « premenstrual tension dysmenorrhea 
PACKAGING: 5-mg. scored tablets, bottles of 30. 


12660 








PARKE, DAVIS & COMPANY -> DETROIT 32, MICHIGAN [ PARKE-DavIS | 















eal 
for 
overweight patients 
meprobamate plus d-amphetamine 


... depresses appetite ...elevates mood ... eases 
tensions of dieting ... without overstimulation, 
insomnia, or barbiturate hangover. 


anorectic-ataractic 
@ 





-AMPHETAMINE SULFATE LEDERLE 





tach costed tablet [eink} contains 400 eng., 3: witote, 5 mg. 
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LEDERLE LABORATORIES 
A Division of AMERICAN CYANAMID COMPANY, Pearl River, N.Y. 
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W omens Association, Inc. 
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ELEVEN, SOUTHWESTERN OHIO 
President: Ruth C. Ferris, M.D., 9360 Montgomery 
Rd., Cincinnati 20. 
Secretary: Mary M. Martin, M.D., 3035 Clifton Ave., 
Cincinnati 20. 
Meetings held second Tuesday, September, November. 
January. March. Mav. 
TWELVE, COLUMBUS, OHIO 
President: Gwendolyn C. Trudeau, M.D., 1943 Col- 
lingswood Rd., Columbus 21. 
Secretary: Sarah Long, M.D., 2662 Ruhl Ave., Colum- 
bus 9. 
THIRTEEN, SAN DIEGO, CALIFORNIA 
President: Mary Bradford, M.D., 5123 Garfield Ave.. 
La Mesa, Calif. 
Secretary: Eva Gaede, M.D., 714 Muirlands Vista 
Way, La Jolla, Calif. 

Meetings held every other month on third Wednesday. 
FOURTEEN, NEW YORK, NEW YORK 
President: Julia V. Lichtenstein, M.D., 2 W. 87th 

St., New York. 
Secretary: Helen J. Neave, M.D., 140 E. 54th St., 
New York. 
Membership Chairman: Estelle DeVito. M.D., 301 E. 
21st St.. New York 10. 
FIFTEEN, CLEVELAND, OHIO 
President: Rose Herman, M.D., 431 Osborn Bldg., 
Cleveland 15. 
Secretary: Jane McCollough, M.D., 4345 Acacia 
Drive, Cleveland 21. 
(Continued on page 466) 


American Medical Women’s Association, Inc. 
1960 ANNUAL MEETING 
TOURS 


Friday, June 11, 2:30 to 5:30 p.m. 


2:30 p.m.—Tour: The Geriatric Clinic at the Jackson Memorial Hospital, and teaching hos- 
pital, University of Miami School of Medicine, Dr. Samuel Gertman, conductor 
3:30 to 5:30 p.m.—Rehabilitation facilities. Four different plans for retirement—living and fi- 
nancial arrangements, medical services, and activity programs 
1. Rehabilitation Center for Crippled Children 


2. Retirement Living 
A. Methodist Home 


B. Soroptomist Home for the Aged 


C. Douglas Gardens—Jewish Home for the Aged 
D. Covenant Palms—Evangelical Mission Covenant—Church of America Community for 


the Retired 
Sunday, June 13, 5:00 p.m. 


Visit and tea at the Blackstone Hotel—“Florida Living for the Retired” 


I will go on the tour and have 


Name of member (Please print) — ~~» >>> 


. guests. I will attend the tea and have guests 


Please send this reservation form to the AMERICAN MEDICAL WOMEN’S ASSOCIA- 
TION, INC., 1790 Broadway, New York City 19, NOT LATER THAN JUNE 1, 1960 


from the New England Journal of MedZine: 


‘The most striking result of 


this |Singoserp] study has 


been the relief of the 
undesirable side effects 
produced by other 


rauwolfia preparations.” 


*Bartels, C. C.: New England J. Med. 
261:785 (Oct. 15) 1959. 





results you can confirm in your practice: 


“In 24 cases syrosingopine was substituted for the 
rauwolfia product because of 26 troublesome side effects; 
these symptoms were relieved in all but 3 patients.”* 

Incidence Incidence 


Side Effects with Prior with 
Rauwolfia Agent Singoserp 





Depression 1] 1 
Lethargy or fatigue 5 0 
Nasal congestion 7 0 
Gastrointestinal disturbances = x 
Conjunctivitis ] 0 





(Adapted from Bartels* ) 


many hypertensive patients prefer 


Singoserp 


(syrosingopine CIBA) 





because it lowers their blood pressure 
C. nl info i 
alrocumea without rauwolfia side effects pagum 


2/2770n8 Tablets, 1 mg. (white, scored); bottles of 100. SUMMIT, NEW JERSEY 


465 











‘ American Medical 


logical Womens Association, Inc. 


adjunct BRANCH OFFICERS, 1959-1960 


to the (Continued from Page 464) 


SIXTEEN, PITTSBURGH, PENNSYLVANIA 


President: Marita D. Kenna, M.D., 4740 Liberty Ave., 
meprobamate plas d-amphetamine Pittsburgh 24. 


Secretary: Vera Barzd, M.D., Mayview Hospital, 
Mayview, Pa. 


weight-reducinge reeimen 


EIGHTEEN, NEW YORK STATE 
President: Gertrude Felshin, M.D., 888 Park Ave. 
New York City. 
Secretary: Mabel G. Silverberg, M.D., 2 W. 87th St. 
New York City 24. 


Membership Chairman: Marguerite P. McCarthy- 
Brough, M.D., 1811 W. Genesee St., Syracuse. 


NINETEEN, IOWA 


President: Jean Glissman, M.D., 2031 70th St., Des 
Moines. 
Secretary: Evelyn Andersen, M.D., 814 Equitable Bldg.., 
Des Moines. 
Meetings held each April, in conjunction with state 
medical meeting. 
(Continued on page 468) 





Room Reservations 


PAN AMERICAN MEDICAL WOMEN’S ALLIANCE 


Mrs. Rose Fish, Midwest Manager NE Neha MRR EE hia nat sacle atecminatio 
Utell International (name) 
rr, = iititi(‘“‘“‘étN Sei it ea let ike le hkl 
Chicago 2 (address) 

I am planning to attend the VII Congress of the PAMWA in San Juan, Puerto Rico. 

FOOREE SUSUEVO— GENEDE DUG GOCUIOEY .« .. . ncn c ec ccccccccccecevcescceceesessvecs $12.00 
I. ctinecetacnwads deeb eveededenaedesbesescden $15.00 
PO LOT ET TE eT ee eee $18.00 

i shell arrive at .........  ererererr. i GS iks db amacnbeweeseiews 

I shell depart at ......... GMA oxiavasas OE SN Ga watbaieirewtewseeata 


Persons who will share multiple occupancy room 
i cn tee aha Cee ee aha T SRE AT CROAT eO sb ehb bw baeeasenemned 


a A a ny ates te SRR Ae hee el Se Co ae ake 


RE EES EEO TE RE ELA LR ON TT TOT Gr ee 


eT re ee ee ee 


Rooms cannot be held without one day’s deposit. 


466 


CHELATED —like the iron of mnmaiiilh 


... Clinically confirmed as an effective hematinic* 
...With a built-in molecular barrier against 

g.i. intolerance and systemic toxicity.** Permits 
administration on empty stomach for greater iron 
uptake... safeguards children against the 
growing problem of accidental iron poisoning.*” 


oil toy 

ob te pillire... 
Pprtacubible 
Zz 


CHEL-IRON 


TRADEMARK BRAND OF FERROCHOLINATE® 


GOOD TASTING DOSAGE FORMS FOR EVERY AGE GROUP 
ALL SAFE TO HAVE AROUND THE HOME 





CHEL-IRON Tablets: each tablet provides equiv. 40 mg. elemental iron. 
CHEL-IRON Pediatric Drops: equiv. 25 mg. elemental iron per cc. 


as delivered by accompanying calibrated dropper. 


CHEL-IRON Liquid: for children past the ‘‘drop-dose” stage, 
equiv. 50 mg. elemental iron per teaspoonful (5 cc.). 


Also available: CHEL-IRON PLUS Tablets—chelated iron plus Biz, 
folic acid, other B vitamins, and C. 

1. Franklin, M., et al.: Chelate Iron Therapy, J.A.M.A. 166:1685, 1958. 

2. A.M.A. Council on Drugs: New and Nonofficial Drugs, J.A.M.A. 171:891, 1959. 


3. A. M.A. Committee on Toxicology: Accidental Iron Poisoning in Children 
J. A. M.A. 170:676, 1959 


KINNEY & COMPANY, INC. Columbus, Indiana 
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quietly calming 


You can prescribe gentle 
control of blood pressure with 


® 


Butiserpine contains just enough reserpine 
(0.1 mg. per tablet or teaspoonful) to re- 
duce tension without initiating side effects; 
15 mg. of BUTISOL sodium”® butabarbital 
sodium, to promote calmness without 
lethargy. BUTISERPINE TABLETS, ELIXIR, 


PRESTABS® BUTISERPINE R-A 
(REPEAT ACTION TABLETS) 











he : McNEIL LABORATORIES, INC. 
[McNEIL arent +: Fo. 
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TWENTY (BLACKWELL), DETROIT, 
MICHIGAN 


President: Dorothy D’Sena, M.D., 35084 Chestnut, 
Wayne. 
Secretary: Virginia McCandless, M.D., 2355 Monroe, 
Dearborn. 
Meetings held five times a year. 
TWENTY-THREE, LOS ANGELES, 
CALIFORNIA 
President: Elisabeth Larsson, M.D., 1700 Brooklyn 
Ave., Rm. 202, Los Angeles 33. 
Secretary: Ethel M. Hamilton, M.D., 5740 York Blvd., 
Los Angeles 42. 
Membership Chairman: Elizabeth Mason-Hohl, M.D.. 
1234 Vermont Ave., Hollywood. 
TWENTY-FOUR, KANSAS 
President: Mary T. Glassen, M.D., Phillipsburg. 
Secretary: Ruth P. Spiegel, M.D., Formosa. 
Next meeting will be held on call. 
TWENTY-FIVE, PHILADELPHIA, 
PENNSYLVANIA 
President: Ann Catherine Arthurs, M.D., Water- 
smeet, Glen Mills. 
Secretary: Margaret Gray Wood, M.D., 6386 Church 
Rd., Philadelphia. 
Meetings held threc times a year. 
TWENTY-SIX, MINNESOTA 
President: Della G. Drips, M.1D., Oronoco. 
Secretary: Nellie N. Barsness, M.D.. 540 Lowry Medi- 
cal Arts Bldg., St. Paul. 


TWENTY-NINE, ATLANTA, GEORGIA 
President: Dorothy Brinsfield, M.D., 1123 Gordon St., 
S.W., Atlanta 10. 

Secretary: Shirley L. Rivers, M.D., Veterans Adminis- 
tration Hospital, 4158 Peachtree Rd., Atlanta 19. 
Membership Chairman: Dorothy Jaeger-Lee, M.D., 

3825 Wieuca Rd., N.W., Atlanta 5. 
Meetings held third Thursday monthly, except June, 
July, and August. 


THIRTY. UPPER CALIFORNIA 
President: Ruth Fleming, M.D., 490 Post St., San 
Francisco. 
Secretary: Claire Klausner, M.D., Stanford Universi- 
ty Hospital, Clay and Webster streets, San Fran- 
cisco 15. 


THIRTY-ONE, MISSISSIPPI 
President: Rlanche Lockard, M.D., 838 Lakeland Drive, 
Jackson. 
Secretary: Julia H. Box, M.D., Newton. 
Membership Chairman: Gussie R. Higgins Carr, M.D., 
416 Claiborne Ave., Jackson. 


THIRTY-TWO, WESTERN 
NORTH CAROLINA 
President: Ethel Brownsberger, M.D., 75 Henderson- 
ville Rd., Biltmore. 
Secretary: Louise Galloway, M.D., 25 Arthur Rd., 
W. Asheville. 


(Continued on page 522) 





— 


| 


How to win 
little friends 

and influence 
recovery 


Pfizer Laboratories, Div., Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 





Tastefully tailored to the antibiotic needs of 
pediatric patients 


i- 
A 


oxytetracycline with glucosamine 


Delicious in taste: the appealing flavor of sweet, fresh fruit 
Decisive in action: the well-tolerated broad-spectrum efficacy 
of Terramycin® with glucosamine ; 
Preconstituted for uniform potency, efficacy, and taste-appeal 
from the first dose to the last. 

Cosa-Terrabon Oral Suspension — 125 mg. oxytetracycline/5 cc., 
2 oz, and 1 pint bottles 

Cosa-Terrabon Pediatric Drops — 100 mg. oxytetracycline/1 cc., 
10 cc. bottle with plastic calibrated dropper * Trademark 


Pfizer) Science for the world’s well-beingm 

















ULTRAN provides safe relief of mild 
anxiety and associated muscular tension... 


WITHOUT inducing an exaggerated sense of well-being 

WITHOUT distorting the patient’s outlook on life 

WITHOUT diminishing mental alertness 

WITHOUT decreasing physical dexterity 

WITHOUT dulling delicacy of perception 

WITHOUT unnecessary risk of drug dependence 

ULTRAN is supplied in Pulvules® of 300 mg. (usually 1 t.i.d.) and scored 

tablets of 200 mg. (usually 1 q.i.d.). 

Ultran® (phenaglycodol, Lilly) 

ELI LILLY AND COMPANY «© INDIANAPOLIS 6, INDIANA, U.S.A. 
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Some Anatomic and Physiologic Changes 
Produced by Interruption of the Coronary 
Sinus Flow: An Experimental Study 


Bernard Maisel, M.D., Daniel W. Davis, M.D.., 
William Cooper, M.D., Edward Goldsmith, M.D., 
Emilina Melencio, M.D., and Frank Glenn, M.D. 


FOR SEVERAL YEARS Our group, like others in 
this country and abroad, has been impressed 
with the work of Robertson,’ Fauteaux,* 
Gross and co-workers,** and particularly with 
the monumental studies of Claude Beck and 
his co-workers,**® concerning the effects of 
coronary sinus obstruction upon the myo- 
cardium and the possible application of this 
anatomic procedure to the problem of myo- 
cardial ischemia. 

Many early anatomists and physiologists had 
believed that the coronary arterial system was 
an end artery type, with little anastomosis be- 
tween the right coronary arterial bed and the 
vascular beds of the two great branches of the 
left coronary artery. There was indistinct ap- 


From the Department of Surgery, The New York 
Hospital—Cornell University Medical Center, New 
York City. 

This study was aided by a grant from the New 
York Heart Association, Inc. 
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preciation of possible arterial and venous 
communications in the myocardium. In 1706 
Vieussens,’® by perfusion of the coronary ar- 
teries, and in 1708 Thebesius,* by perfusion 
of the coronary venous sinus, demonstrated 
arterial and venous communications with the 
ventricular chambers. During the past four 
decades, the classic studies of the investigators 
already cited, as well as those of Wearn and 
co-workers,'*""* Prinzmetal and  co-work- 
ers," Bailey and others,!7?* and Schles- 
inger,’® have demonstrated the presence of in- 
terarterial, arteriovenous, arterioluminal, ar- 
teriosinusoidal, veno-sinusoidal-luminal, veno- 
venous, venous-extracardiac mediastinal anas- 
tomoses, and arterial-extracardiac mediastinal 
anastomoses. As a result of these studies, we 
feel that the coronary arterial circulation can- 
not be regarded as one that simply carries 
blood from artery through capillary bed to 
venous bed with return to the right auricle. 
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Since these many intramyocardial cross 
shunts and collaterals are known to exist, it is 
entirely plausible to develop procedures that 
would shunt arterial blood from myocardium 
supported by a normal blood supply to myo- 
cardial segments deprived of blood as a result 
of segmental arterial occlusion or arterial nar- 
rowing. Arterial blood apparently most fre- 
quently takes the hemodynamic path of least 
resistance, progresses rapidly from the arterial 
bed through the capillary bed to the venous 
bed in its individual anatomic segment, and 
thus drains to the right auricle. 

In 1881, Cohnheim and von Schulthess- 
Rechberg*’ interrupted the coronary sinus 
flow of dogs, with uniformly unfavorable re- 
sults. In 1934 Robertson reported the ligation 
in stages of the venous sinus and of all coro- 
nary veins and stated that “these ligatures 
were well tolerated by all animals.” In 1937 
Bloom, Gross, and Silverman ligated or oc- 
cluded by escharotics the coronary venous 
sinus of dogs in an attempt to increase the 
blood supply to the myocardium, with a 
mortality of 33 to 50 per cent. These investi- 
gators reported a marked increase in the ar- 
terial vascular pattern as noted in post-mor- 
tem roentgenograms of the vascular tree in- 
jected with barium sulfate. Dogs protected by 
interruption of coronary sinus flow were re- 
ported by these investigators to have no myo- 
cardial infarcts or very small myocardial in- 
farcts following deliberate ligation of the an- 
terior descending coronary artery. Beck and 


his group have employed partial interruption 
of the coronary venous sinus flow along with 
abrasion of the epicardium to improve myo- 
cardial blood flow. In 1946 Fauteaux reported 
the use of coronary sinus tie-off and pericoro- 
nary neurectomy in dogs for protection 
against ligation of the circumflex artery. This 
investigator reported 16 clinical cases per- 
formed in the years 1940 to 1946. He sug- 
gested that 11 were alive and well and free of 
angina in 1946. No further follow-up informa- 
tion is available. 

We have been intrigued with all the fore- 
going experience. Much controversy has jus- 
tifiably developed about all the procedures di- 
rected at myocardial revascularization, since 
there has been no good anatomic and physi- 
ologic method for evaluating the effects of a 
particular procedure on the myocardium. Too, 
the dog may be a _ poor experimental 
animal for the study of myocardial revascu- 
larization methods, since its coronary arterial 
anatomy may not be quite similar to that of 
the human being. These experimental animals 
are young and healthy and their myocardium 
is well vascularized and prepared to withstand 
astounding trauma. Nevertheless, these dogs 
are inexpensive, available, and readily adapta- 
ble to these experimental procedures. 

We should like to report our method of 
coronary sinus ligation employing the prone 
position (“Rotisserie”) operating table (Fig. 
1). Using our simplified technique,”* we have 
been able readily to perform sinus ligation 





Fig. 1. (Left) The prone position operating table is fixed to the standard animal operating table by “C” 





clamps (A). The cradle (B) of this table is fixed to an axle rod (C) and can be rotated clockwise or counter- 
clockwise on this rod. The position of the cradle is maintained by dowel rods (D). The cutout (E) of this table 
is large enough to afford access to the left side of the chest from anterior ribs three to seven. (Right) The dog 
is anesthetized intravenously with pentobarbital and placed in the cradle of the prone position operating table. 
The chest is positioned so that the point of cardiac maximum impulse is in the middle of the cutout of the operating 
table. The canine trunk is comfortably and well supported in the cradle. An endotracheal tube is inserted and 
attached to an intermittent positive-pressure oxygen apparatus. An intravenous infusion is begun in the front 
leg. A circumscapular incision is made from the sternum to the spine (A). 
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with little or no mortality and to complete ex- 
tensive anatomic and physiologic studies upon 
these hearts before and after interruption of 
coronary sinus flow. 


PROCEDURE 


Ninety-nine mongrel dogs, weighing 25 to 
40 lb., were included in this study. These ani- 
mals were anesthetized intravenously with 
pentobarbital sodium, 0.1 Gm. per pound of 
body weight. The chest and abdomen were 
shaved, and the dog was placed on the Ro- 
tisserie operating table (Fig. 1). An endo- 
tracheal tube was introduced and the cuff in- 
flated for an airtight fit. Respirations were 
maintained on the Pneumophor mechanical 
respirator. An intravenous infusion was started 
in a leg vein. The poles of an electrocardio- 
graph were placed on the fore and hind legs 
and on the chest. 

After surgical preparation of the skin with 
triple application of tincture of benzalkonium 
(Zephiran) chloride and an adequate drape of 
the operative field and tables, a long inter- 
costal incision was made from vertebral col- 
umn to sternum, along the interspace cor- 
responding to the point of maximum impulse 
of the heart. The mediastinum was approached 
with equal ease through thoracotomy, either 
on the right or the left side. After the thorax 
was entered, the lungs were packed away and 
a self-retaining retractor was introduced to 
spread the ribs. The pericardium was incised 
along the course of the phrenic nerve from 
the great vessels at the base of the heart to the 
apex. Care was exercised that the opposite 
pleural cavity was not entered by accidentally 
incising the mediastinal pleura at the apex of 
the heart. The pericardial edges were re- 
tracted by sutures fixed to the table drapes. 
The table was rotated toward the opera- 
tor, who was seated on a stool. The heart was 
easily delivered from the thoracic cavity and 
hung from aorta, pulmonary artery, pulmo- 
nary veins, and vena cava. Gravity maintained 
exposure of the heart, particularly of its dorsal 
aspect, exposing the coronary sinus as it en- 
tered the right auricle (Fig. 2). The coronary 
venous sinus was dissected from the surround- 
ing epicardial fat at its point of entry into the 
right auricle. Traction sutures were placed 
beneath the sinus to control this vessel for in- 
troduction of a catheter for sinus pressure 
studies. These traction sutures were later tied 
down and the coronary sinus divided between 
these doubly placed silk ties. 
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Fig. 2. The heart is exposed in the opened peri- 
cardium and the pleural space is then made de- 
pendent by rotating the table to the right, or coun- 
terclockwise. The heart is delivered out of the chest. 
Gravity maintains this position of the heart. The 
coronary vein and sinus and the dorsal aspect of the 
right auricle are easily exposed. The heart is mois- 
tened with isotonic sodium chloride solution and is 
steadied in the cupped hand of the operator’s as- 
sistant. Traction sutures “B” reflect the open peri- 
cardium. Arrow “A” indicates the point of inter- 
ruption of the coronary sinus flow as it enters the right 
auricle. 


Thirty-seven dogs comprised group 1 and 
52 dogs group 2. There were 10 control dogs. 
All group 1 animals had electrocardiograms. 
taken before sinus ligation, immediately after 
sinus ligation, and at intervals of one week to 
16 months in various animals. Transaminase 
determinations were done on venous leg blood 
of 2 dogs in group 1 and of 7 dogs in group 
2 before and after sinus ligation and at inter- 
vals up to 16 months. In group 1 blood pres- 
sure studies of the auricles, ventricles, coro- 
nary sinus, and, in 5 animals, of the aorta were 
obtained by means of a catheter introduced 
into these chambers or vessels, and the pres- 
sures were recorded on a Sanborn electro- 
manometer and a polyviso recording unit. 
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These pressures were determined before and 
immediately after coronary sinus ligation and 
division and were repeated and recorded at 
secondary thoracotomies performed upon this 
group of animals at time intervals of one week 
to 16 months after initial thoracotomy and 
interruption of sinus flow. 

Clearance studies of radioactive sodium 
(Na**) were performed on 5 dogs in group 1. 
This radioactive material was injected into the 
ventricular myocardium at the cardiac apex. 
At 15 second intervals, Geiger count deter- 
minations were made of the degree of radio- 
activity persisting in the left ventricle of the 
myocardium at the site of injection. The 
counting probe was held manually in apposi- 
tion to the point of myocardial injection. 
These determinations and the rate of disap- 
pearance were plotted against time to evaluate 
effective total ventricular myocardial blood 
flow before and after interruption of coronary 
sinus flow (Fig. 3). 

At thoracotomy, the gross anatomy of the 
vascular pattern of the heart and mediastinum 
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Fig. 3. The curves established on the rate of dis- 
appearance from the left ventricle of the myocar- 
dium of Na™ suggested a definite decrease in the 
amount of myocardial blood flow after interruption 
of the coronary sinus flow, and this effect persisted 
for six weeks. At the end of 12 weeks the curve was 
normal, and at this time the myocardium appeared 
bright red and normal. 


was studied before and after interruption of 
coronary sinus flow, and these studies were re- 
peated at secondary thoracotomies performed 
at intervals of two days, four days, and one 
week successively to 16 months. Post-mortem 
anatomic studies were made of the heart, 
lungs, and mediastinal tissue specimens of 5 
control animals and 15 animals of group 1 and 
2. These dogs were sacrificed at intervals of 
one week to 16 months after sinus flow inter- 
ruption. The heart, lungs, diaphragm, and 
mediastinal structures, along with the sternum 
and anterior portions of the ribs, were re- 
moved intact. All these mediastinal tissues 
were removed in one block. The aorta was 
carefully opened along the dorsal aspect to 
the region of the aortic cusps. Polyethylene 
catheters were introduced into the ostia of the 
coronary arteries and fluid tightness was estab- 
lished with circumferential purse-string su- 
tures of 000 silk (Fig. 4). The pericardium 
and mediastinal adhesions were not separated 
from the heart except in the region of the 
obstructed coronary sinus. The sinus was dis- 
sected free proximal to its point of obstruc- 
tion and was opened, and a polyethylene 
catheter was sewed therein. The inferior vena 
cava was tied as it entered the right auricle. 
A polyethylene catheter was introduced into 
the right auricle through the superior vena 
cava and tied into place with 000 silk suture. 
The arterial and venous beds of this fresh 
preparation were perfused with a polycyclic 
hydrocarbon solvent (Varnolene), introduced 
by means of an infusion bottle having a fluid 
pressure of 100 mm. Hg for arterial perfusion 
or 5 mm. Hg pressure for the venous per- 
fusions, or by means of a 10 cc. syringe. Em- 
ploying the syringe, 5 cc. of air was intro- 
duced along with 5 cc. Varnolene. The air 
broke up into myriads of bubbles and acted 
as an observable signal to aid in tracing the 
course of the Varnolene through the arterial 
or venous systems of the myocardium and 
mediastinal areolar tissue. 

At the completion of this part of the myo- 
cardial perfusion, 100 cc. Varnolene was pig- 
mented with vermilion red and another 100 
cc. with lamp black. These pigments have a 
particle size of 2 to 4 mu. These pigmented 
solutions were perfused into the arterial (red) 
and venous (black) systems and the course 
was noted. Slow-motion (64 frames per sec- 
ond) movies with 16 mm. Kodachrome film 
were taken. The specimens were then sec- 
tioned and the presence of the pigmented 
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Fig. 4. Post-mortem anatomy of the heart, lungs, 
and mediastinal tissue specimens was studied. The 
heart, lungs, diaphragm, and mediastinal structures 
along with the sternum and anterior portions of the 
ribs were removed intact. The aorta was opened 
along its dorsal aspect to the aortic cusps. Many ani- 
mals had three coronary ostia. The coronary sinus 
was freed at the point of interruption of flow and a 
polyethylene catheter was tied into the proximal or 
blind end. A polyethylene catheter was tied into the 
right auricle through the vena cava. The arterial and 
venous beds of this fresh preparation were perfused 
with Varnolene introduced by an infusion bottle at re- 
spective vessel system pressures and by the syringe 
method. 


Varnolene was noted in the myocardium and 
the mediastinal areolar tissues. Myocardial sec- 
tions of the ventricles and the sections of the 
coronary sinus through the vessel proximal to 
its point of division were then obtained and 
stained with hematoxylin and eosin. 
Microanatomy of the ventricular myocar- 
dium and pericardium was studied before and 
after interruption of coronary sinus flow. A 
full-thickness segment of the left ventricular 
wall, including endocardium and epicardium, 
was obtained from the apex of the heart of 
each of 10 dogs in group 1 prior to coronary 
sinus ligation and division. A similar section 
of the ventricular wall and of mediastinal 
pericardiac adhesions was obtained at second- 
ary thoracotomies or at autopsy in sacrificed 
animals at intervals of one week to 16 months 
after initial thoracotomy and sinus ligation. 
These specimens were fixed in 10 per cent 
formalin and stained with hematoxylin and 
eosin. All of these sections were submitted to 
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four examining physicians as unknowns for 
blood vessel counts per high-power micro- 
scopic field. The total blood vessel count was 
made in five random microscopic fields and 
recorded, and an average was obtained for 
each muscle biopsy. In addition, the examin- 
ing physician drew a conclusion on each un- 
known, indicating whether the particular slide 
represented ventricular myocardium before or 
after interruption of coronary sinus flow. 


In the 52 animals comprising group 2, tho- 
racotomy of the right side was performed and 
the coronary sinus tied and divided. Cushing’s 
silver brain clips were fixed to the ties of the 
divided coronary sinus. Clips were fixed along 
the interventricular septum and along the 
course of the circumflex coronary artery. 
These clips provided anatomic landmarks in 
subsequent angiography of the coronary ar- 
tery. The dog’s chest was closed in layers 
with cotton. 

Coronary arterial angiography was em- 
ployed to study the physiologic anatomy of 
the coronary arterial bed. The femoral artery 
was exposed and under fluoroscopy an 8 F. 
woven catheter was readily passed through 
the femoral artery up the aorta and around 
the arch to the region of the aortic cusps. The 
lumen of the catheter was carefully hepa- 
rinized. Ten cubic centimeters of 30 per cent 
Urokon Sodium (sodium 3-acetamido-2,4,6 
triiodobenzoate) was injected through the 
catheter to the base of the aorta. Films of the 
myocardial blood flow of this contrast agent 
were recorded at half-second intervals on an 
F.X.R. rapid-changing roll-film magazine ma- 
chine. 

Forty-seven of the animals of group 2 were 
subsequently submitted to interruption of ar- 
terial flow at intervals following interruption 
of coronary sinus flow. This study has con- 
tinued and will be reported. 


RESULTS 

Ten dogs of group 1 died as a result of 
avoidable technical errors: One dog died as a 
result of a large tear in the coronary sinus, re- 
sulting in uncontrollable hemorrhage. One dog 
died of uncontrolled bleeding from the site 
of the left ventricular muscle biopsy. One dog 
died as a result of the inadvertent dislodgment 
of an endotracheal tube, which went unrecog- 
nized until suffocation had occurred. Six dogs 
died of fibrillation resulting within a matter 
of one minute of the injection of Na* into 
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the ventricular myocardium at the initial tho- 
racotomy. In later studies the Na** solution 
was made isotonic and was therefore better 
tolerated. One dog died two weeks after the 
initial thoracotomy as a rsult of hemorrhage 
from the site of the ventricular muscle biopsy. 
The sutures had cut through the ventricular 
muscle. 

Thus 27 dogs made up experimental group 
1. These 27 were submitted to 56 operations. 
All 27 survived ligation of the coronary sinus 
at the initial procedure and the pressure stud- 
ies of coronary sinus, auricles, ventricles, and 
aorta. Two dogs of this group of 27 died of 
empyema two and four weeks after sinus liga- 
tion and pressure studies. One dog died on the 
fourteenth postoperative day, but unfortu- 
nately no autopsy was obtained. Three mor- 
talities in this group of 27 must be considered 
postoperative, but 2 were certainly avoidable. 
Each of these animals had been subjected to 
two thoracotomies for pressure and clearance 
studies. The death of 1 dog cannot be ex- 
plained. 


CARDIAC PRESSURE STUDIES 


At the initial thoracotomy the coronary 
sinus pressure in 27 dogs ranged from 10/5 to 
25/15 mm. Hg and averaged 15/7. The coro- 
nary sinus pressure immediately following li- 
gation ranged from 72/20 to 154/40 mm. Hg 
and averaged 104/37. One week later the sinus 
pressures in 2 dogs were 90/35 and 110/40 
mm. Hg. Two dogs explored two weeks later 
showed a sinus pressure of 100/40 and 95/40 
mm. Hg. The sinus pressure in 4 dogs one 
month after ligation was 85/35, 90/35, 110/35, 
and 98/42 mm. Hg. The sinus pressure in 3 
dogs explored three months after interruption 
of sinus flow was found to be 20/1, 15/5, 
and 18/7 mm. Hg, which was considered nor- 
mal. The sinus pressures of 6 dogs studied 6 
months after the procedure, of 2 dogs studied 
12 months after sinus division, and of a single 
animal measured 16 months after the proce- 
dure were all normal. 

At the initial thoracotomy the left auricu- 
lar pressure ranged from 10 to 30 mm. Hg 
and averaged 10. These pressures were similar 
at subsequent thoracotomy. The right auricu- 
lar pressure ranged from 5 to 20 mm. Hg and 
averaged 15; these were also similar at subse- 
quent thoracotomy. The left ventricular pres- 
sure ranged from 70/50 to 120/70 mm. Hg 
and averaged 90/70; these were unchanged at 


subsequent thoracotomy. The aorta pressures 
were similar to those of the left ventricle. The 
right ventricular pressure ranged from 40/20 
to 90/60 mm. Hg and averaged 50/30; these 
were similar at subsequent thoracotomy. 


GROSS ANATOMY OF THE HEART AFTER SINUS 
DIVISION 


Immediately after interruption of the coro- 
nary sinus flow there was a dramatic change 
in the appearance of the ventricular myocar- 
dium of each animal, particularly prominent 
in the left ventricle, which became deep red 
and cyanotic. In some animals this redness and 
cyanosis extended across the interventricular 
septum to involve a small anterior and pos- 
terior area of the right ventricle. No change 
was noted in cardiac rhythm. The volume of 
the heart became enlarged, particularly that of 
the left ventricle. In some animals it was dif- 
ficult to replace the heart into the pericar- 
dium. Within two or three minutes after in- 
terruption of coronary sinus flow, all coro- 
nary veins coursing over the ventricle, but 
particularly those on the left side, became 
markedly engorged and prominent. Five min- 
utes after interruption of sinus flow, a gray, 
glistening change suggestive of edema devel- 
oped about the veins of the left ventricle and 
spread over the entire left ventricle. Scattered 
petechial hemorrhages appeared over the left 
ventricle. 

One week later the pericardium and medi- 
astinal fat were fixed to the heart, particularly 
over the ventricles, by fibrinous adhesions that 
obliterated most of the pericardiac cavity. 
When these fibrinous adhesions were sepa- 
rated, bright red arterial and darker venous 
blood oozed from the epicardial surface. Hand 
lens examination of the epicardium of the left 
ventricle disclosed myriads of dilated venules 
and arterioles. The oozing and bleeding came 
from vessels in the pericardium, in which had 
developed obliterative pericarditis. This ooz- 
ing was controlled only by repeated applica- 
tions of thrombin or warm, moist saline 
sponges. Dogs examined two and four weeks 
after sinus flow interruption showed the afore- 
mentioned changes and, in addition, the media- 
stinum seemed boggy, edematous, and vas- 
cular. The mediastinal areolar tissue contained 
edematous fat through which coursed promi- 
nent and enlarged veins and arteries. Fibrous 
adhesions were developing to fix the ventricu- 
lar myocardium, particularly on the left, to 
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the pericardium and mediastinal edematous 
areolar tissue and fat. The lung was fixed at 
the point of incision of the pericardium. Dogs 
examined at 3, 6, 12, and 16 months were 
found to have edematous, thickened, medias- 
tinal areolar tissue that had become vascular 
and confluent with the pericardium and was 
fixed to the ventricular myocardium, particu- 
larly on the left side, by short, stubby, vas- 
cular adhesions that obliterated the pericardial 
space. Attempts to separate the heart from the 
pericardium produced much oozing from fine 
epicardial vessels. 

Two weeks after the initial interruption of 
sinus flow, the gray, glistening, edematous 
ventricular myocardium had become more 
normal in appearance. Ninety days afterward 
the ventricular myocardium no longer ap- 
peared deep red and cyanotic but was now a 
healthy bright red, and over its surface 
coursed a dilated and amplified arterial and 
venous pattern. No scarring of the ventricular 
or auricular myocardium was noted in any of 
these dogs. There was no consistent location 
of adhesions and no consistent amount of ad- 
hesions between myocardium and mediastinal 
tissues; however, these were largely about the 
left ventricle. 


MICROSCOPIC ANATOMY OF THE HEART AFTER 
SINUS DIVISION 


Histological examination of the ventricular 
muscle biopsies by blood vessel count failed 
to disclose an increase in the number of myo- 
cardial blood vessels. On the basis of the num- 
ber of blood vessels per high-power field 
there was no consistent success in differentiat- 
ing myocardium before ligation from myo- 
cardium after ligation, or from 10 controls. 
Attempts to identify in the formalin-fixed 
sections the gray edematous material that de- 
veloped over the left ventricle after sinus li- 
gation failed. If this was edema, the exudate 
did not contain sufficient quantities of protein 
to accept the eosin stain. 


ELECTROCARDIOGRAMS 


Electrocardiograms taken on 14 dogs before 
and after interruption of sinus flow, with 
standard and augmented leads, and taken 
serially at intervals to 16 months, showed a 
variety of changes. Immediately after inter- 
ruption of flow there were S-T segment and 
T wave changes, predominantly in leads 2, 
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3, and aVF in 5 animals. These changes show- 
ed progressive evolution 2 to 70 days after 
ligation. None of these five records returned to 
normal during this period of time. One dog 
had questionable S-T segment changes. The 
remaining dogs showed no electrocardiogra- 
phic change from the normal preoperative 
record. The S-T and T wave changes indi- 
cated epicardial injury and ischemia of the 
posterior side of the heart. One animal had 
reciprocal S-T wave changes in the anterior 
leads 1 and aVL. One animal showed T wave 
changes suggesting ischemia of the anterior 
side of the heart. The S-T and T wave 
changes were compatible with pericarditis. 
The amplitude of the QRS complex in 4 ani- 
mals was decreased in all leads immediately 
after ligation, but was increased to near 
normal amplitude in the follow-up elec- 
trocardiograms. This suggested diffuse myo- 
cardial disease or a pericardial effusion with 
return to normal after a period of healing and 
adjustment. In no animal did new Q waves 
develop to imply a myocardial infarction. 


PERFUSION STUDY OF THE HEART-LUNG 
PREPARATION 


Varnolene perfusion of the coronary ar- 
teries and sinus of the normal heart, lungs, 
and mediastinal fat preparation demonstrated 
communications between the circumflex cor- 
onary artery and the left anterior descending 
branch of this vessel. In 2 normal specimens, 
the right coronary arterial bed communicated 
with the left anterior descending artery. Com- 
munications were demonstrated between the 
circumflex coronary artery and the peri- 
bronchial areolar tissue arteries as well as with 
vessels in the areolar tissue about the base of 
the aorta. No collaterals were demonstrated 
between coronary arteries or sinus and vessels 
in the mediastinal fat or vessels at the dia- 
phragm. Perfusion of the right coronary ar- 
tery in 3 normal specimens demonstrated com- 
munications with the peribronchial arteries 
and those in the areolar tissue about the su- 
perior and inferior vena cava. To reach the 
latter, the Varnolene traveled in the myocar- 
dium of the right auricle. 

Retrograde perfusion of the normal coro- 
nary sinus revealed many communications of 
the venous bed of the right and left sides of 
the myocardium. There were some collaterals 
to veins in the mediastinal areolar tissue about 
the bronchi, at the base of the aorta, and 
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about the inferior and superior vena cava. No 
communications were noted with vessels in 
the fat of the pericardium. 

Perfusions carried out in experimental ani- 
mals 2 and 4 weeks, and 2, 3, 6, 12, and 16 
months, after interruption of coronary sinus 
flow disclosed much additional collateral cir- 
culation. Perfusion of the right coronary ar- 
tery revealed ample and abundant communi- 
cation with the catheter placed in the left an- 
terior descending coronary artery, and small 
amounts of Varnolene drained from the cathe- 
ter in the circumflex artery. Moderate amounts 
of Varnolene drained into the right auricle 
and large amounts from the catheter fixed in 
the coronary sinus proximal to its point of 
interruption of flow. These vascular channels 
were patent as early as 8 weeks after sinus 
ligation and persistent 16 months afterward. 

Perfusion of the anterior descending artery 
resulted in drainage from the catheters in the 
right coronary artery, the left circumflex 
coronary artery, and from those in the right 
auricle and the obstructed coronary sinus. 

Perfusion of the circumflex artery resulted 
in drainage from the left anterior descending 
artery, the right coronary artery, the right 
auricle, and from the catheter placed in the 
obstructed coronary sinus. In 2 animals at 
three months and 1 animal at six months, ver- 
milion-stained Varnolene perfused into the 
circumflex artery promptly appeared in the 
coronary sinus and the right auricle. 

Lamp-black-stained Varnolene introduced 
into the coronary sinus drained into the right 
auricle after coursing through the myocar- 
dium of both ventricles. Some of this lamp 
black Varnolene drained from the catheters 
placed in the circumflex and right coronary 
arteries. 

All specimens from 8 weeks to 16 months 
revealed, on perfusion, widely patent com- 
munications between the circumflex coronary 
artery and the peribronchial areolar tissue ar- 
teries, and the areolar tissue arteries of the 
mediastinum about the pericardium. Similar 
communications with these peribronchial ar- 
teries and mediastinal pericardial areolar tissue 
arteries were shown by perfusion of the right 
coronary artery. Large, widely patent com- 
munications were noted between the coronary 
sinus and the peribronchial areolar tissue veins 
and the areolar tissue of the mediastinum, and 
the fat about the pericardium as far distally 
as the superior surface of the diaphragm. In 2 





dogs, 1 at 3 months and 1 at 16 months, a sin- 
gle vessel was identified by hand lens in the 
fat overlying the pericardium at the apex of 
the left ventricle which drained vermilion- 
stained Varnolene upon perfusion of either the 
circumflex coronary or the right coronary ar- 
tery. This very same vessel was found to 
drain lamp-black-stained Varnolene upon per- 
fusion of the coronary sinus proximal to its 
point of ligation. Kodachrome movies were 
used to record and study this phenomenon. 
Thus, this same vessel in the pericardiac medi- 
astinal fat could be made to “bleed” black or 
red Varnolene from any of the afore-men- 
tioned vascular systems. In many dogs, the 
left coronary ostium was really two openings, 
one for the circumflex and the other for the 
anterior descending coronary artery. Many 
variations of the coronary arterial ostia were 
noted. 


MYOCARDIAL CLEARANCE STUDIES 


Na** injected into the ventricular myocar- 
dium is a very distressing irritant of the ven- 
tricular myocardium, even in a diluted solu- 
tion. Six dogs in group 1 died of ventricular 
fibrillation that developed within a minute of 
the injection of Na* into the ventricular my- 
ocardium at the initial thoracotomy. Na** in 
an isotonic-buffered solution was less irritat- 
ing. The curves established on the rate of dis- 
appearance (Fig. 3) suggested a definite de- 
crease in the amount of myocardial blood flow 
following interruption of coronary sinus flow, 
and this effect persisted for six weeks. Four 
weeks after coronary sinus occlusion the rate 
of disappearance of injected Na** began to 
approach that of normal, and at the end of 12 
weeks it was normal. This definite decline or 
slowing of myocardial blood flow after coro- 
nary sinus occlusion, as measured by Na”, 
correlated with the gross appearance of the 
heart. While the heart appeared deep red and 
cyanotic the flow was impaired, but after 12 
weeks, when the myocardium appeared bright 
red and normal, the disappearance curve of 
Na** approached normal. 


TRANSAMINASE STUDIES 


Transaminase determinations done on the 
venous blood of 12 dogs prior to thoracotomy 
ranged from 40 to 75 units. Transaminase de- 
terminations on 5 dogs subjected to a com- 
plete sham operation, including thoracotomy 
and dissection but not ligation of the sinus, 
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showed a postoperative transaminase level in 
the first 24 hours ranging from 70 to 125 
units; but three days after thoracotomy the 
transaminase level of all dogs was less than 
75 units. Transaminase determinations done on 
venous blood in 7 dogs in group 2, 24 hours 
after thoracotomy and coronary sinus ligation, 
ranged from 90 to 125 units. Three days after 
interruption of the sinus flow, the transaminase 
levels ranged from 90 to 110 units, and one 
week afterward those levels ranged from 40 
to 95 units. 


CORONARY ARTERIAL ANGIOGRAPHY 


Urokon introduced through a catheter 
threaded from the femoral artery to aortic 
cusps proved quite consistent in evaluating 
the normal physiologic anatomy of the coro- 
nary arterial tree. The interruption of the 
coronary sinus flow did not affect the recog- 
nizable vascular arterial tree. The Cushing 
brain clips provided good anatomic landmarks. 
This method proved valuable in subsequent 
studies of deliberate coronary artery tie-off 
and will be reported later. 


DISCUSSION 


As a result of this extensive anatomic and 
physiologic study, we believe that interrup- 
tion of the coronary sinus flow employing the 
technique as described may easily be accom- 
plished in dogs without mortality. 

The immediate effect of obstruction to this 
channel of venous drainage was congestion of 
the myocardium. This congestion was appar- 
ent to gross observation and was reflected in 
the marked elevation of the sinus pressure to 
an arterial level. Cyanosis of the myocardium 
developed and edema of the ventricular myo- 
cardium seemed present. The electrocardio- 
gram at this point suggested the pres- 
ence of a pericarditis. The clearance rate of 
radioactive isotopes reflected a marked reduc- 
tion in the speed of drainage of the left ven- 
tricular myocardium. However, no apparent 
muscle damage occurred as determined either 
by microscopic evaluation or by the transa- 
minase chemical assays. This congestive change 
in the myocardium, in some as yet unex- 
plained manner, produced a similar congestive 
change in the vascular bed of the pericardium 
and mediastinum. It seemed that the vascular 
bed of the heart muscle and that of the peri- 
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cardium and mediastinum were in hemody- 
namic balance. 

Progressively during the initial 12 weeks 
after interruption of the coronary sinus flow, 
the ventricular myocardial vessel congestion 
disappeared. One might be tempted to explain 
this by the development of collateral venous 
channels. However, Varnolene perfusion stud- 
ies of controls and of experimental animals 
demonstrated that many venous and arterial 
collaterals in the myocardium already existed 
and that sinus flow interruption appreciably 
increased the use of these channels. Thus, 
clearance of this congestive change reflects 
not merely increased venous drainage but the 
presence of many arterial and venous col- 
laterals. 

With increased use and re-employment of 
intramyocardial collateral arterial and venous 
channels, there is, at the same time, increased 
use of collateral communications between 
myocardium and the vascular beds of peri- 
cardium and mediastinum. Much that relates 
to the direction of flow in these two beds is 
not apparent. The pericardium must not be 
regarded as a thin, avascular structure. Our 
anatomic perfusion studies convinced us that 
the pericardium and mediastinum contained 
myriads of vessels, all capable of marked dila- 
tation and use in amplifying arterial and 
venous flow to and from the myocardium. 


Organization of the congestive process in 
the ventricular myocardium produced vas- 
cular adhesions between ventricular myocar- 
dium and pericardium and mediastinal areolar 
tissues. Twelve weeks after interruption of 
sinus flow the myocardium was well vascular- 
ized and appeared normal. The clearance rate 
of Na** was normal. The pressure in the di- 
vided sinus was normal. 

The transaminase levels did not reveal evi- 
dence of myocardial damage attributable to 
this operative procedure. The levels were 
consistent with the amount of tissue damage 
attributable merely to a thoracotomy. 

Varnolene perfusion studies with slow-mo- 
tion Kodachrome movies proved to be a val- 
uable method for post-mortem study of the 
myocardial and mediastinal areolar vascular 
beds. We employed Varnolene rather than 
kerosene as did Dock,?* because Varnolene 
will readily carry a paint pigment and does 
not damage the myocardium or the tissues of 
the blood vessels. These were readily stained 
for histological study after fixation even 
though perfused with Varnolene. 
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Coronary arterial angiography is easily ac- 
complished and proved to be a valuable ana- 
tomic and physiologic method for study of the 
coronary arteries. 


SUMMARY 


1. Employing the prone position (“Rotis- 
serie”) operating table, the dog heart may eas- 
ily be delivered from the chest through a 
thoracotomy incision, either on the right or 
the left. This table afforded good exposure of 
the heart and particularly of the coronary 
sinus. 

2. The heart of the dog tolerated the opera- 
tive position of hanging suspended from the 
major vessels at its base without apparent 
morbidity or mortality. This cardiac position 
does not interfere with the inflow and out- 
flow tracts. 


3. The coronary sinus flow of dogs may be 
interrupted without mortality. 

4. The coronary sinus division produced: 
(A) elevation of the coronary sinus pressure 
to arterial levels for 12 weeks and then grad- 
ual return to normal; (B) no change in the 
pressures of the auricles, ventricles, or aorta; 
and (C) acute distention of the venous bed, 
particularly that of the left ventricle, with 
cyanosis and swelling of the left ventricular 
myocardium. During the 12 weeks following 
sinus tie-off, the organization of this ventricu- 
lar myocardial change produced vascular ad- 
hesions between the ventricular myocardium 
and the pericardium and the areolar tissue of 
the mediastinum. Collateral venous channels 
in the myocardium were opened to accept 
blood dammed by the interruption of coro- 
nary sinus flow. Collateral myocardial arterial 
and arteriovenous channels were opened as a 
result of high pressure in the venous system of 
the left side of the heart. These changes per- 
sisted at least as long as 16 months. 

5. In the normal animal collateral vascular 
channels exist between the coronary venous 
system and the peribronchial, peri-vena-caval, 
peri-esophageal-venous mediastinal systems, 
and the internal mammary venous §sys- 
tem. Interruption of the coronary sinus flow, 
in an as yet unexplained way, enlarged these 
recognizable venous collateral pathways. 

6. In the normal animal collateral arterial 
channels exist between the first two descend- 
ing branches of the right coronary artery and 
the anterior descending branch of the left 
coronary artery. Collateral arterial channels 


exist between the first three descending 
branches of the left circumflex coronary ar- 
tery and the anterior descending coronary ar- 
tery. In a still unexplained way, interruption 
of the coronary sinus flow enlarges these col- 
lateral arterial channels. 

7. In the normal animal collateral arterial 
channels exist between the circumflex coro- 
nary artery through atrial wall arterial 
branches to the mediastinal arterial bed about 
the pericardium, vena cava, aorta, bronchi, 
and esophagus. Similar channels exist between 
the right coronary artery and the mediastinal 
arterial beds. In an as yet unexplained way, 
interruption of the coronary sinus flow en- 
larges these channels. These changes persist 
and are found as late as 16 months after coro- 
nary sinus division. 

8. The gray edema that appeared in the 
left ventricular myocardium after sinus di- 
vision apparently separated muscle fibers but 
did not contain sufficient protein to accept 
eosin in the conventional tissue preparations. 
After sinus flow interruption, the mediastinal 
areolar tissue changed to an edematous vas- 
cular bed in an as yet unexplained manner. 

9. Electrocardiograms taken before and 
after interruption of sinus flow include a low- 
ered QRS complex and biphasic T waves. 
These suggest pericarditis. The electrocardio- 
graphic changes were not particularly helpful 
in evaluating these animals. 

10. Varnolene (a polycyclic hydrocarbon 
solvent) perfusions of the heart, lungs, and 
mediastinal tissue preparations, recorded in 16 
mm. slow-motion Kodachrome movies, proved 
a satisfactory method of studying and record- 
ing the effects of coronary sinus division. 

11. Transaminase levels of the venous blood 
in the leg of the dog before and after sinus 
division showed a rise from control levels to 
about 100 units. This was felt to be a measure 
of muscle and tissue damage associated with 
the thoracotomy wound. 

12. Coronary arterial angiography may eas- 
ily be performed through the femoral artery. 
This provided a physiologic and anatomic 
study of the coronary arterial bed. 

13. The study of the clearance rate of ra- 
dioactive sodium (Na*‘) confirmed the pres- 
ence of the left ventricular myocardial con- 
gestion that was noted after sinus division. 
These clearance rates returned to normal after 
12 weeks, simultaneously with the return of 
the coronary sinus pressure to normal. 

14. Blood vessel counts done on the ven- 
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tricular muscle sections obtained from the left 
ventricle wall before and after sinus ligation 
did not aid in the evaluation of the collateral 
myocardial change. 

CONCLUSIONS 

1. Our simplified technique made it possible 
to divide the coronary sinus of dogs without 
apparent mortality. 

2. The coronary arterial bed is not an end 
circulation. There are many intramyocardial 
communications between the branches of the 
coronary arteries and many communications 
between the branches of the coronary venous 
bed. The coronary arterial bed and venous 
beds are in free communication with the me- 
diastinal arterial and venous beds. 

3. Interruption of the coronary sinus flow 
produced a marked increase in the use of the 
intramyocardial communications between both 
segmental arteries of the coronary arterial bed 


and the coronary venous bed. It is there- 
fore plausible that this procedure would 
shunt arterial blood from myocardium sup- 
ported by normal blood supply to myocardial 
segments deprived of blood as a result of ar- 
terial occlusion. Interruption of the coronary 
sinus flow increased the use of the collaterals 
between myocardium and mediastinal arterial 
and venous beds. The inflammatory process 
that followed the congestion of the left ven- 
tricular myocardium produced many vascular 
adhesions between ventricular myocardium 
and the mediastinal tissues. 

4. Varnolene perfusion studies with slow- 
motion Kodachrome movies, transaminase 
blood levels, and coronary arterial angiogra- 
phy are easily done and proved valuable for 
the study of effects of sinus flow interruption 
upon the heart and mediastinal tissues. Na2* 
clearance rates may be employed to determine 
flow efficiency in the myocardium. 
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Radiation Nephritis: Report of a Case 






M. Jeanne Fairweather, M.D., Lillian M. Fuller, M.D., Harry S. Gallagher, M.D., and 
Clifton D. Howe, M.D. 


PRIOR TO THE REPORT Of 27 cases published 
by the Christie Hospital and Holt Radium In- 
stitute in Manchester, England, in 1953,' radi- 
ation nephritis was a relatively unknown clini- 
cal entity. The kidney generally has been 
considered a radiation-resistant organ, but this 
supposition, based on the poor response of 
kidney tumors to radiation therapy, has been 
the result of analogy rather than experience. 
Serious attempts to treat the upper part of the 
abdomen radically have been undertaken in 
only a few centers, and, until the advent of 
supervoltage, it was seldom feasible to attain 
high dosage levels in the abdomen. Such limit- 
ing factors as profound radiation sickness and 
alarming depression of the white blood count 
and the platelet count rendered any attempt 
impractical except in cases where such tech- 
niques as the “trunk bridge” were applicable. 
The trunk bridge technique, as used by Chris- 
tie Hospital, includes radiation to all of both 
kidneys, using a dose of at least 2,300 r during 
a five week period. With the ever-increasing 
availability of radioactive cobalt (Co%°) and 
supervoltage units, a more radical approach to 
malignant tumors of the abdomen can be ex- 
pected. However, unless adequate attention is 
given to the problem of excluding at least part 
of the kidneys from high dosage levels, radia- 
tion nephritis will occur in some cases. 

The purpose of this paper is to report a case 


of radiation nephritis, which was studied in- 
tensively from onset until death, including 
autopsy findings; to review briefly the litera- 
ture concerning radiation nephritis; and to 
stress the importance of obtaining renal func- 
tion studies prior to and after abdominal radi- 
ation therapy, to determine whether the inci- 
dence of radiation nephritis can be reduced 
by careful treatment and planning. 


REPORT OF A CASE 


A 29 year old white man was admitted to M. D. 
Anderson Hospital on Nov. 7, 1957, after an orchiec- 
tomy for seminoma of the right testis, performed 
elsewhere in October, 1957. Physical findings on ad- 
mission revealed normal heart size, blood pressure of 
150/80 mm. Hg, and a “huge mass filling the abdo- 
men.” Retrograde pyelography revealed marked dis- 
placement of both ureters. A soft tissue mass, out- 
lined by the air-filled colon, overlapped both kidney 
shadows. Intravenous pyelography revealed a non- 
functioning right kidney. Laboratory studies showed 
normal blood urea nitrogen and urine, a hemoglobin 
level of 15.5 Gm. per 100 cc., a leukocyte count of 
12,500 per cubic millimeter, and a platelet count of 
132,000 per cubic millimeter. 

Co” irradiation (trunk bridge technique) was given 
to the entire abdomen. In five weeks the maximum 
dose to the mid-line was 4,900 r. During therapy, 
treatment fields were reduced, coinciding with tumor 
mass reduction. It was hoped that sufficient reduction 
of the mass would occur prior to attainment of a 
critical dosage level in the kidneys. (It was impossi- 
ble to exclude them from the treated area without 
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excluding a portion of the tumor mass.) Only after 
the third week of therapy was there any reduction 
of the fields. Final dosage to the kidneys was cal- 
culated as 3,500 to 4,500 r. Two weeks after treat- 
ment of the abdomen, the patient was given prophy- 
lactic treatment to the scrotum, left supraclavicular 
area, and mediastinum. The tumor dose to each re- 
gion during a two week period was 2,000 to 2,500 r. 
Although there was a gradual reduction in the blood 
count in all cellular elements, it was not sufficient to 
interfere with therapy. During treatment the patient 
developed severe bilateral thrombophlebitis, which 
later cleared. 

One month after treatment the mass was no longer 
palpable and the blood pressure was 115/70 mm. Hg. 
Follow-up intravenous pyelography at one and four 
months showed restoration of right kidney function 
and a normal position of both ureters. Roentgenog- 
raphy of the chest in April, 1958, showed no cardiac 
shadow enlargement (Fig. 1, Left). 

Evidence of renal damage appeared five months 
after therapy. Urinalysis disclosed a specific gravity 
of 1.014, 4+ albumin, 10 to 20 red blood cells and 
occasional white blood cells per high-power field, 
and fine granular and hyaline casts. Marked dyspnea 
on exertion was noted. Blood pressure was 190/90 
mm. Hg; hemoglobin level, 8.2 Gm. per 100 cc.; 
leukocyte count, 5,500 per cubic millimeter; platelet 
count, 78,000 per cubic millimeter; and blood urea 
nitrogen, 36 mg. per 100 cc. 

Hospitalization was required on July 21, 1958. 
Physical findings on readmission were: marked 
wheezes and dullness in both lung bases; blood pres- 
sure, 198/110 mm. Hg; pulse rate, 100 per minute; 
and temperature, 98.6 F. Percussion of the heart 
showed enlargement; a soft systolic murmur was 
heard, most loudly in the left axilla; and no thrills 
were palpable. There was slight distention of the 
neck veins. Abdominal examination revealed an en- 
larged nontender liver, 4 to 5 fingerbreadths below 





Fig. 1. Roentgenograms of the chest. (Left) On April 15, 1958, showing normal heart. (Right) on July 24, 


1958, showing marked enlargement of the heart. 
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the right costal margin; no masses were palpable. 
Pitting edema of the lower part of the legs was seen, 
with the right being more edematous. No edema of 
the upper extremities was noted. The remaining 
(left) testicle was not tender or enlarged. 

An intravenous pyelogram showed nonfunction of 
the right kidney and poor function of the left. Blood 
urea clearance was 63 per cent. Hemoglobin level 
was 6.1 Gm. per 100 cc. On July 23 the patient re- 
ceived 500 cc. of blood, but, at the termination of 
the transfusion, he developed breathing difficulty. 
Moist and dry rales were heard in both lung bases. 
A roentgenogram of the chest showed a greatly en- 
larged heart (Fig. 1, Right). Temperature was 101 F 
and blood urea nitrogen rose rapidly to 50 mg. per 
100 cc. by July 28. No petechiae or purpura were 
present. Steroid therapy was begun, to treat the 
thrombocytopenia. The patient was permitted to go 
home on week ends. During this time the urine pro- 
tein varied from a trace to 4+. Moon facies de- 
veloped. On Aug. 14 the red blood cell chromium 
survival time (T'% Cr”) was 10.5 days. Red blood 
cell fragility studies showed complete hemolysis at 
0.32 per cent sodium chloride in the patient, com- 
pared to 0.30 per cent in the control. Bone marrow 
aspiration (taken from the sternum in an area of 
previous radiation) on Aug. 20 showed erythroid 
hypoplasia. The platelets, averaging 28,000 per cubic 
millimeter, did not rise after administration of triam- 
cinolone (Aristocort), the dosage of which was slow- 
ly decreased beginning Sept. 15. Blood pressure on 
that day was 160/100 mm. Hg. 

On Sept. 28 the patient displayed many purpuric 
spots on his ankles. Soon petechiae appeared on 
his arms. The dosage of triamcinolone was in- 
creased. On Sept. 30 the patient’s temperature was 
102 F; he excreted a huge black stool. Hemo- 
globin level dropped from 8.5 Gm. to 5 Gm. per 100 
cc. Serum electrophoresis showed: albumin, 42 per 
cent; alpha-1-globulin, 7 per cent; alpha-2-globulin, 
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15 per cent; beta globulin, 22 per cent; and gamma 
globulin, 14 per cent. The patient complained of 
epigastric distress followed by severe right upper 
quadrant pain. A preliminary diagnosis of peptic ul- 
cer was made. A flat plate film of the abdomen 
showed air under the right leaf of the diaphragm. 

It was considered best to treat the patient con- 
servatively. He responded well to gastric suction and 
transfusions. Three days later roentgenographic stud- 
ies demonstrated that the perforation had sealed off, 
and the patient was given a soft diet. He received 
methantheline (Banthine) bromide, antibiotics, and 
hydrocortisone intravenously, triamcinolone therapy 
having been stopped. The blood pressure was 170/96 
mm. Hg, the hemoglobin level was 13 Gm. per 100 
cc., and the prothrombin time was reported to be 
100 per cent. Three days later the patient again ex- 
creted a large black stool and vomited quantities of 
brown fluid. The hemoglobin level dropped to 6.8 
Gm. per 100 cc. During the night he had a massive 
gastric hemorrhage and went into shock. 

An exploratory laparotomy revealed a bleeding 
perforated ulcer in the second portion of the duo- 
denum. A subtotal gastrectomy and gastroenteros- 
tomy were done. The contents of the abdomen and 
all tissues were quite pale, indicative of a large 
amount of radiation therapy. The surgeons reported 
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that the stomach itself showed evidence of extensive 
fibrosis. 

The patient had a stormy postoperative course. 
Hydrocortisone therapy was continued in decreasing 
dosage. On Oct. 19 he again had severe abdominal 
pain, and it was felt that another perforation had 
occurred. The following day he had the first of sev- 
eral convulsions, Free bile drainage was noted on his 
dressing, but bowel sounds were again active. Four 
days later the patient vomited bile-containing ma- 
terial and became jaundiced. Levin tube suction was 
restarted. During the next 24 hours he appeared to 
be doing well, but at 7:30 p.m. on Oct. 25 he sud- 
denly experienced severe pain and apparently had 
another perforation. At this time a flat plate of the 
abdomen showed a very large amount of air under 
the right leaf of the diaphragm. Because of the poor 
general condition of the patient it was believed in- 
advisable to re-explore the abdomen at this time. The 
patient’s condition became worse during the next 
few hours, and he became comatose and died at 7:55 
p.m. on Oct. 27, 1958. 

Autopsy Findings. At autopsy it was found that 
the gastrojejunal anastomosis was unhealed and had 
undergone dehiscence. The cut edges of the stomach 
and jejunum were black and necrotic. Turbid, gray 
fluid filled the peritoneal cavity and fibrinous exu- 





Fig. 2. (A) Typical area of kidneys (X67). Note diffuse glomerular lesion, tubular degeneration, cast, and 
crystalline deposit. (B) Glomerulus showing hyaline thickening of capillary (X147). (C) Capillary thrombosis 
in a glomerulus (X289). (D) Two small arterioles showing fibrinoid necrosis (X289). 
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date coated the serous surfaces of the upper part of 
the abdomen. The lungs and spleen were intensely 
congested and the liver was fatty. Many petechial 
hemorrhages were present in the skin, serous mem- 
branes, and brain. 

The kidneys were about average in size but in- 
creased in weight. Their capsules were slightly thick- 
ened, smooth, and tense. The parenchyma was pale 
and distinction between cortices and medullae was 
largely obscured. Particularly striking was the tough, 
rubbery consistency of the renal tissue. The adrenals 
and the perirenal connective tissue were not abnor- 
mal. 

Microscopic examination of the glomeruli showed, 
to a greater or lesser degree, subendothelial thicken- 
ing of capillaries by amorphous, pink-staining ma- 
terial (Fig. 24). In some, thickening was evenly 
distributed throughout the tuft, forming a twisted 
hyaline mass in which were imbedded a few endo- 
thelial cells (Fig. 2B). In other glomeruli thickening 
was limited to the region near the hili, where local 
occlusive masses replaced the normal capillary struc- 
ture (Fig. 2C). Glomerular capsules were uniformly 
thin and lined by endothelium of normal appearance. 
Cells of the proximal convoluted tubule were swollen 
and had granular or vacuolated cytoplasm. Many 
distal convoluted tubules and collecting tubules con- 
tained hyaline or granular casts or yellow-brown 
crystals. The crystals showed positive reactions when 
stained with Gomori’s methenamine silver and de 
Galantha’s silver nitrate, indicating the presence of 
uric acid or its salts. The tubular epithelium was 
focally necrotic and ulcerated, especially at the sites 
of the crystalline deposits. No significant degree of 
inflammatory cellular respose was present. Arterioles, 
generally, and glomerular afferent arterioles, in par- 
ticular, showed extensive fibrinoid necrosis of their 
media (Fig. 2D). Endothelial cells lining these ar- 
terioles were often slightly swollen and occasionally 
lacking all together, but proliferation was not promi- 
nent. The larger vessels were unchanged. 


REVIEW OF THE LITERATURE 


The literature since 1906 contains only 57 
cases of radiation nephritis, some in detail. 
Warren? reviewed all literature pertaining to 
radiation nephritis available up to 1930 and 
brought this up to date again in 1942. Gross- 
man®* did a comprehensive review up to 1954, 
adding a case of his own. His patient was a 9 
month old boy who developed severe renal 
damage and died after 2,000 r (trunk bridge 
technique) was given after nephrectomy of 
the left kidney for a Wilms’ tumor. Levitt,** 
in 1956 and 1957, reviewed the four types of 
radiation nephritis as described by Luxton. 
These he called acute and chronic radiation 
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nephritis and benign and malignant hyperten- 
sion. He warned that follow-up renal studies 
should be made of patients who had under- 
gone irradiation of the upper part of the abdo- 
men. In May, 1958, an anonymous British 
author discussed Professor Wilson’s findings 
of hypertension and interstitial fibrosis of the 
kidney in rats after irradiation. Cogan and Rit- 
ter® reported on 3 patients in the same year 
receiving 1,750, 2,000, and 5,300 r, repectively, 
to the kidneys for intra-abdominal tumors. 


SUMMARY AND CONCLUSIONS 


1. A case of acute radiation nephritis devel- 
oped five months after irradiation of the ab- 
domen, given for metastatic seminoma of the 
testicle. The patient’s anemia was refractory to 
steroids, which probably helped bring about 
the unfortunate complication of intestinal per- 
foration. 

2. The critical dose level seems to be about 
2,500 to 3,000 r in five weeks if both kidneys 
are entirely irradiated. 

3. It is recommended that patients receiv- 
ing heavy doses of radiation therapy of the 
kidney-bearing area be studied for evidence of 
kidney damage prior to treatment and in the 
follow-up period. 

4. An attempt to limit the dose to the kid- 
ney-bearing area should be made during the 
course of radical radiation therapy of the up- 
per part of the abdomen. 
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Tuberculosis Control Programs in the 


Denver Public Schools—1958-1959 


Mildred Doster, M.D., and Leland M. Corliss, M.D. 


ScHOoL sysTEMs have several kinds of re- 
sponsibilities in regard to communicable dis- 
eases such as tuberculosis. Primarily they 
should educate all pupils about the importance 
of the control and eradication of communica- 
ble diseases. This can be done by instruction 
in personal and community hygiene classes 
and by prevention of the spread of communi- 
cable diseases, such as tuberculosis, in the 
schools among both pupils and adult em- 
ployees. 


PROGRAMS AMONG PUPILS 


For nearly 40 years, periodic tuberculin 
testing of pupils has been done in the Denver 
public schools. Intradermal tests were done 
from 1928 until 1951. The rate of positive re- 
actors by 1950 had steadily declined from an 
average of about 25 per cent to approximately 
5 per cent during these three decades. Since 
1951, patch tests have been done, except in 
1955 and 1956 when Mantoux tests were per- 
formed in two high schools. These intrader- 
mal tests gave positive reactor rates of 8.7 per 
cent and 6.5 per cent. 

Only 8 known cases of pulmonary tuber- 
culosis have occurred among the school pu- 
pils since 1940. The first of these cases 
involved a high school girl whom the nurse 
referred for medical care because of persistent 
and chronic laryngitis; the second a high 
school girl who failed to respond to long 
hospitalization for an attack of virus pneu- 
monia; the third a high school girl who ap- 
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plied for afterschool work at a popcorn coun- 
ter and was given a pre-employment roent- 
genogram required for food handlers; the 
fourth a junior high school girl who was sus- 
pected of glandular tuberculosis at her initial 
school medical examination soon after her en- 
rollment; the fifth a senior high school boy 
whom the school nurse insisted take a roent- 
genogram of the chest for weight loss and 
cough even though he was under the care of a 
private physician; the sixth a 13 year old 
junior high school boy who, thinking it smart 
to lie about his age, had a roentgenogram of 
his chest taken in a neighborhood public 
health program for those over 15 years of 
age; and the last two 6 and 8 year old girls 
who contracted the disease from their fami- 
lies. One of these 2 cases was discovered at 
the city tuberculosis clinic and the other at 
the Fitzsimmons Army Hospital clinic when 
family contacts were having routine recheck 
roentgenograms. 


During the 1958-1959 school year there 
were several opportunities to gauge some in- 
teresting aspects of the local tuberculosis con- 
trol programs on the schoo] age group. 


Firstly, an evaluation was made of the 
amount of tuberculin testing being done by 
private physicians and clinics. Of 3,143 medi- 
cal cards received from private physicians, 
409, or 12 per cent, of the pupils seen were 
reported to have had skin tests for tuberculo- 
sis. These reports were largely on first and 
fourth grade pupils and did not state the reac- 
tions or the types of tests done. The small 
number of pupils reported to have had tu- 
berculin tests seems to reflect only a moderate 
level of medical interest in routine skin test- 
ing at the present time. However, a tabula- 
tion of the health histories filled out by par- 
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ents for children entering certain schools at 
kindergarten level, in the upper elementary 
grades, and at the junior high level showed 
the following results: Of 2,528 elementary 
pupils entering 24 representative schools, 36 
per cent of the 1,820 kindergarten pupils were 
reported to have had tuberculin tests, with 15 
showing positive reactions; 44 per cent of the 
708 older children were reported to have been 
tested, with 9 showing positive reactions. A 
similar percentage (46 per cent) of 158 junior 
high school students in three representative 
schools was reported to have had tuberculin 
tests, with only 1 showing a positive reaction. 

As can be seen, the parents reported con- 
siderably more tuberculin testing than the 
private physicians did. Although the groups 
were of different grade levels, one still won- 
ders whether the physicians may have failed 
to report some of the testing or whether the 
parents exaggerated the medical attention 
given their children. 

Secondly, tuberculin tests were continued 
as a part of the health instruction in 
several secondary schools. The patch test 
is presently being used because of its high de- 
gree of acceptance on a voluntary basis, its 
ease of application by students and teachers 
under supervision of the school nurses, and 
its relative accuracy for teaching purposes. 

This is the second year of a special study 
on Tween-treated Vollmer patches. It was 
suggested by Dr. Gardner Middlebrook of 
National Jewish Hospital in Denver that a 
chemical penetrant or wetting agent might be 
added to a regular patch test to enhance re- 
activity and evidence seems to indicate this is 
true. The chemical presently being used is 
Tween-80, which was applied in the labora- 
tories at National Jewish Hospital. 

During the past school year, a total of 6,006 
students were given the patch tests in 11 
schools. Of these, 101 (1.7 per cent) gave posi- 
tive skin reactions. The incidence of positive 
reactors varied in the 11 schools from 0.8 to 
3.8 per cent. Follow-up chest roentgenograms 
on these 101 students gave entirely negative 
findings. Upon questioning this group, 28 
were found to have had previous known con- 
tact with tuberculosis, 21 to have had previous 
skin tests, and 9 to have had chest examina- 
tions by their physicians within the past year. 

Among the 6,006 secondary school students 
tested, 4,500 had both regular Vollmer and 
Tween-treated Vollmer patch tests. The com- 
parative results of these tests are as follows: 
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fC er en ane: 4,500 

Total number of positive reactors....... 84 (1.9%) 
Stronger reaction on Tween.......... 48 
Stronger reaction on Vollmer........ 9 
Positive reaction only on Tween..... 17 
Positive reaction only on Vollmer.... 1 
Same degree of reaction on both tests. 9 


Follow-up roentgenograms are made avail- 
able without charge at the city health depart- 
ment tuberculosis clinic to all positive reac- 
tors. 


The authors believe that the chief purpose 
for carrying on tuberculin testing programs 
in our school system is for the educational 
value—not for case finding. There is increas- 
ing evidence that the rate of positive reactors 
is steadily decreasing among those tested in 
schools,’ and there has been a marked decline 
in deaths from tuberculosis in children less 
than 15 years of age® (less than one tenth of 
the number who died 20 years ago). In some 
areas of the country, notably Minnesota, 
which has had thorough, prolonged testing 
and control programs, the reactor rate in 
some communities is now zero. Thus, future 
routine tuberculosis case-finding programs on 
school time may be of dubious value. 


It is of great importance, however, to con- 
tinue health instruction‘ in personal and com- 
munity hygiene units, to give the next gener- 
ation an intelligent understanding of tubercu- 
losis and other communicable diseases. A 
tuberculin test is helpful in enlivening class- 
room sessions, and we believe that it aids the 
students in learning about the biodynamics of 
sensitivity, immunization, and general body 
defenses against disease. Either the Mantoux 
or the patch test may be used, depending on 
which serves best the greatest number of pu- 
pils in a given school system. 

The importance of a strong school program 
is emphasized in a committee statement® from 
the National Tuberculosis Society and the’ 
American Association of Health, Physical 
Education, and Recreation: 


. .. . Schools have a major responsibility for 
the education of children and youth in health 
as well as in other fields. Schools have certain 
responsibilities for health services and super- 
vision . . . . Teaching units relative to problems 
in the school and community which affect the 
health of children will be most effective if in- 
corporated within the regular health education 
curriculum. An integrated approach to school 
health education is preferable to the organiza- 
tion of special and separate activities for a num- 
ber of special health problems. 
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Fortunately, more children are receiving 
periodic medical supervision, including tuber- 
culin testing. It is the hope of the authors that 
private physicians and clinics will routinely 
adopt this procedure so that the role of the 
schools will be health instruction about tu- 
berculosis with only occasional testing to en- 
hance teaching. 


PROGRAMS AMONG ADULT PERSONNEL 


It is the belief of many in school health de- 
partments that there is a moral obligation as 
well as legal requirements on the part of 
school districts to assure a healthy and safe 
environment for children. If children are 
compelled to attend schools, then it is reason- 
able that the schools should and must provide 
pupils with healthy adult associates (teachers 
and other employees) as well as safe buildings, 
grounds, and equipment. 

Thus, attention to teacher fitness (both 
physical and emotional) is an important con- 
sideration. Tuberculosis is a real hazard in 
classroom situations, and great effort is ex- 
pended in the Denver public schools to make 
sure that tuberculosis is not spread. The Board 
of Education requires that large-size (14 in. 
by 17 in.) roentgenograms be taken of all 
teachers during pre-employment and pre- 
tenure examinations. Smaller roentgenograms 
(70 mm.), which meet the city health regula- 
tions, are acceptable from the other em- 
ployees. Since 1949 routine chest roentgeno- 
grams have been required by city regulation 
from school employees every three years. 

During the 1958-1959 school year there 
were 887 large roentgenograms taken and 
about 1,750 small ones, including annual films 
of 438 lunchroom workers and 57 bus drivers. 
These 2,637 roentgenograms showed no ac- 
tive tuberculosis, nor has a case been found 
since 1955 when an active pulmonary lesion 
was discovered in a primary-grade teacher on 
the pre-employment examination. 


HEALTH INSTRUCTION PROGRAM 


Pamphlets, leaflets, and movies from the 
Denver Tuberculosis Society are used regu- 
larly in health and science classes preparatory 
to the tests. In addition, this past year an 11 
page supplemental teaching unit on tubercu- 
losis and tuberculin testing was developed at 


the request of some teachers whose bright 
pupils were eager for more scientific informa- 
tion, especially on the biodynamics of the 
antigen-antibody responses in tuberculin tests. 
Dr. Roger Mitchell and Dr. James Waring, 
local phthisiologists at the Webb Memorial 
Tuberculosis Research Center, Denver, kindly 
helped us with this material. It has been of 
assistance to nurses and teachers as well as 
students. 


SUMMARY 


Both the philosophy and the program of 
the Denver Public School Health Services for 
tuberculosis control have been briefly pre- 
sented with some data regarding the present 
low prevalence of tuberculosis among pupils 
and adult emplovees. 


ADDENDUM 


A rather new disease entity has been oc- 
curring in Colorado the past year since the 
writing of this paper. It is swimming pool 
granuloma, caused by Mycobacterium balnei, 
an organism closely related to the tubercle 
bacillus. More than 260 cases, mostly in chil- 
dren and youths, have been reported to the 
Colorado Department of Public Health. Since 
Myco. balnei sensitizes its hosts to tuberculin. 
all patients with this type-of skin lesion give 
positive reactions to the usual skin tests done 
for tuberculosis. This fact should be con- 
sidered in the future when doing tuberculosis 
case detection or health teaching about tu- 
berculosis. 
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Panel on Physician, Patient, and 
Community Relationships” 
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Euclid M. Smith, M.D. 
Reginald Bennett, M.D. 


Chronic Illness 


Frances Keller Harding, M.D.: The Physician’s Role and Quandary 


Miss Loyce Bonner: Community Activities 


Dr. Ryder: Today our panelists will try to 
cover the many aspects of physician, patient, 
and community relationships, and 2 clinical 
cases will be presented to elucidate the prob- 
lems inherent in such relationships. 

Our first speaker, Dr. Smith, was asked to 
participate in the panel and to present a pa- 
tient. He not only agreed to do that but has 
produced 2 patients and a colleague—Dr. Ben- 
nett, an orthopedic surgeon practicing in Hot 
Springs. Dr. Bennett and Dr. Smith will share 
the limelight in discussion of the medical and 
surgical care of these patients. We will hear 
from the patients a little later. 

Dr. Smith: The 2 patients that are to be 
presented to you today have chronic arthri- 
tis, a disease that represents rather well the 
limitations of one field of medicine and that 
shows what an orthopedic surgeon and in- 





* Presented at the Midyear Meeting of the Board 
of Directors, AMWA, in Hot Springs, Ark., on 
Nov. 13, 1959. 


ternist together can do for chronically ill 
patients who are more or less regarded as 
hopeless and who will remain helpless prob- 
lems unless something is done for them. In 
my opinion the problem has partly resulted 
from lack of good general practitioners tak- 
ing charge of patients and guiding them from 
one part of treatment to another. Instead, pa- 
tients are sent to one specialist after another 
without any honest guidance by a family 
physician. A general practitioner usually sees 
the patients first, but unfortunately many of 
them run away from chronic cases. Actually 
they could control and guide these patients 
better than the specialist could. 

The first patient that we should like to 
discuss is a 30 year old man with chronic 
rheumatoid arthritis and spondylitis. This in- 
dividual, ill for 12 years, had tried various 
remedies before coming to us. He has been 
under our observation since June, 1959. It is 
of interest that he has been given many types 
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of physical therapy and various medicaments, 
including cortisone. He was admitted for or- 
thopedic surgery because in our opinion he 
was ready for it. The timing in starting an 
operative procedure in an arthritic patient is 
very important. That timing can be deter- 
mined only by one’s clinical judgment, with 
the help of some laboratory tests. 

Dr. Bennett will now present the ortho- 
pedic aspects of the case. 

Dr. Bennett: The history that I elicited 
from Mr. M. was essentially the same as what 
the patient told Dr. Smith. I always give my 
patients a physical examination and take a case 
history because I consider it a grave error to 
accept what another physician has said with- 
out reviewing these things myself. I believe 
that there is specialization in therapeutics but 
not in diagnosis. 

Twelve years ago the patient noticed swell- 
ing and redness in the metatarsal joints ac- 
companied by pain. Since then he has had 
continued pain in the feet, lower part of his 
back, and right hip. He suffered frequent at- 
tacks for three or four years mainly in the 
hip. Night pain has been quite marked and 
has interefered with his sleep. During the past 
nine months he has not been able to sleep 
more than two to three hours at a time even 
when he took aspirin. The patient has been 
treated with blood transfusions and at one 
time was placed in traction, but in such a po- 
sition that it kept him lying down and sitting 
up at the same time. For the past year his hip 
has been in 90 degree flexion with contraction 
of these muscles and those of one knee. He 
also had a scoliosis in the lower part of his 
back and chest expansion of only half an inch. 

In considering what to do for a person like 
this, you have to take into account what the 
age is, what type of work is done, what de- 
formities are above and below the primary 
deformity, and what you can accomplish most 
with the least amount of effort. The patient 
was ordered to have a hip fusion on the right 
side, but recently pain in the left hip has also 
developed. He cannot lie down, sit up, or do 
anything. I doubt that much will be accom- 
plished because of the scoliosis in his back. 

I think that the patient’s back was broken 
when the cast was put on. He was placed in 
skin traction with approximately 8 Ib. above 
the knee and 5 lb. below to gradually bring 
the knees down without inducing pain. At 
the end of a three week period he was able 
to lie flat on his back in his bed, but he still 


has noticeable lordosis in his back and a 2 in. 
shortening in the right lower extremity. This 
will gradually stretch out. He has been fitted 
with a long-legged brace because of excessive 
weakness of the muscles about his knee. We 
started him on crutches to build up the mus- 
cles gradually [walking demonstration]. 

In spite of excessive abdominal muscle 
weakness and marked lordosis there is im- 
provement in the chest muscles and in chest 
expansion (2 in.). The patient has just started 
walking with his knee brace unlocked. Would 
you like to say anything Mr. M.? 

Patient: | take about 10 or 15 steps with 
the knee brace unlocked. 

Dr. Bennett: What do you think about it? 

Patient: I think the brace is fine. 

Dr. Bennett: How have you been making 
out? 

Patient: 1 have been doing wonderfully. 
This is the first time that I have had my right 
foot on the ground in over a year. 

Dr. Bennett: Where are you from? 

Patient: Jacksonville, Fla. 

Dr. Bennett: Will you tell these doctors 
how many physicians you had consulted prior 
to coming here? 

Patient: Well, | had been to everyone in 
Jacksonville, to the Mayo Clinic, and to 
Campbell’s Clinic in Memphis, Tenn. I was 
very discouraged. It did not seem as if any 
of them could help, and they all told me that 
I would never walk again. An operation, a 
hip fusion, was about all they gave me to look 
forward to. 

Dr. Bennett: Does anyone have any ques- 
tions to ask? 

Patient: It sure does feel wonderful to have 
that right foot on the ground and to be walk- 
ing again. I think that I will be able to throw 
away these crutches. I can almost put full 
weight on the right leg. I hope to be without 
crutches in a week or two. 

Dr. in audience: May I ask where the 
physical therapy is done? 

Dr. Bennett: At a private hospital by a 
physical therapist. 

Patient: He sure has done wonderfully. The 
muscle in my right leg was about half as big 
as the muscle in my left one. Now, in less 
than three weeks, it is just about as big. The 
muscles are really coming up there. 

Dr. in audience: Do you have pain? 

Patient: Very little. All the medicine I take 
is an occasional aspirin. 

Dr. Bennett: He never received any medi- 
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caments except on the first two days when he 
came to us. At that time he was given a con- 
centrated solution of hydrocortisone. He nev- 
er received any narcotics. 


Dr. Smith: The next patient we wish to dis- 
cuss is Mrs. F., who has spent most of her 
life in the Panama Canal Zone. She has had 
arthritis for 5 to 10 years. Dr. Bennett will 
present the case to you. I think you will find 
it interesting. 

Dr. Bennett: Mrs. F. worked in the Panama 
Canal Zone for many years as a schoolteach- 
er. She has reared a family and is now retired. 
The object of rehabilitation in this case is to 
help Mrs. F. become free of pain to the de- 
gree where she will be able to care for herself 
and not be completetly devendent uvon her 
family for phvsical care. Whereas Mr. M., a 
young man with a family to support, must go 
back to work (he has not been able to work 
for a year), Mrs. F. does not need to work 
but is suffering terribly. Her daughter told 
me that she could not remember a night in 
the past year that her mother had not cried 
herself to sleep with pain. 

Mrs. F. had her first bout of rheumatoid 
arthritis at the age of 30 years. She then had 
a whole series of treatments, including corti- 
sone therapy for two years and transfusions. 
She was hospitalized and in bed for two years. 
She had numerous operations. Her history in- 
cludes childhood and other diseases and sev- 
eral allergies. In addition, she has had five 
children. 

Mrs. F. has had involvement of all her 
joints and at the time when I first saw her the 
hip was causing such pain that she could not 
sleep. The findings on the right hip were as 
follows: abduction, 0; adduction, 2+; inter- 
nal rotation, 0; external rotation, 2+; flexion, 
9 degrees; and extension, 160 degrees. I ad- 
mitted her to the hospital with a diagnosis of 
hypertensive arteriosclerotic disease, rheuma- 
toid arthritis, hypertrophic arthritis, possible 
cirrhosis of the liver due to repeated infec- 
tions sustained in Panama, and thrombophle- 
bitis of the right leg. On April 6, 1959, ma- 
nipulation and osteotomy were performed. 
Abduction was 3+, adduction 4+, flexion 70 
degrees, extension 180 degrees, internal rota- 
tion 3+, and external rotation 3+. She re- 
mained in the hospital for about three months. 
Rehabilitation is taking considerably longer 
because of all the other disease involvements. 
I would like you to note the crouched posi- 
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tion she is in when she walks and to see the 
roentgenograms illustrating her condition be- 
fore and after the osteotomy. Mrs. F. has genu 
valgum and muscle weakness, which is rapidly 
improving. Will you walk for us Mrs. F? 

Patient: Certainly [walking demonstration]. 

Dr. Bennett: Is your hip bothering you? 

Patient: No. 

Dr. Bennett: How do you sleep nights? 

Patient: I sleep very well. The hip does not 
bother me, although once in a while my knees 
do. 

Dr. Bennett: Mrs. F. still takes physical 
therapy. She goes to the Physical Medicine 
Center about three times a week and _ has 
shown continued improvement in her knees 
and muscles. About two davs ago she sudden- 
ly developed a great deal of strength and said 
that a long-legged brace would make her feel 
much better than walking with crutches. She 
could be fitted with one, but two braces 
weigh too much. 

Dr. Smith: We have presented these cases 
not only for their medical interest but to 
show you that arthritis is a problem for the 
entire medical profession. When there is no 
guidance from the family physician patients 
are pushed from pillar to post—Jacksonville, 
Fla., to Rochester, and back again. The rea- 
son Mr. M. came to Hot Springs is because 
somebody told him that our “radioactive” 
water would cure the arthritis. We also see 
another large group of patients—chronic suf- 
ferers from necrotic disease. 


Dr. Bennett and I will be glad to discuss 
any phase of these 2 cases or any phase of 
chronic rheumatoid arthritis that you might 
be interested in. From there we can go on to 
discussion of the sociological aspects of dis- 
ease. While we take pride in our medical 
knowledge we also take pride in the very 
high level of medical care that our people . 
obtain; still, there is something lacking. May- 
be you all have the answer. 

Dr. Ryder: Thank you very much Dr. 
Smith and Dr. Bennett, especially for bring- 
ing the 2 patients here. I think that discussion 
of their cases has given us a very nice spring- 
board. You have not just pointed a finger at 
us but have asked us to do something. I hope 
that the rest of the panel will be able to bring 
forth some of the ideas and examples of com- 
munity programs that might avoid or prevent 
such happenings as lack of guidance for a 
chronically ill patient in his own community. 
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In the essay on the history of public health 
in “Centaur” [p. 358] by Dr. Félix Marti- 
Ibafiez, one phrase stands out as an example 
of what we are trying to say today: “The 
most important aspect of modern medicine is 
unquestionably that of Public Health, em- 
bracing as it does the four fundamental his- 
torical functions of a physician: to heal, to 
know, to predict, to organize. Even further, 
Medicine has been gradually changing from a 
personal relationship between physician and 
patient to a relationship between the physi- 
cian as counselor and his community. From 
the Techne latrike of the Golden Age of 
Greece and the Ars medendi of Imperial 
Rome, Medicine has evolved into the Pre- 
ventive Medicine—ultimate goal of Public 
Health—of today, which anticipates the Med- 
icine of Tomorrow.” If we remember that 
we are referring in this instance not to public 
health in an official agency context but rather 
to the role of every physician as a public 
health physician, it will be understood that the 
complexities of medicine today require that 
physicians no longer retain only a face-to-face 
relationship with patients but also the respon- 
sibility for community services. I hope that 
the union of these two roles will be brought 
together in the discussion. 


Dr. Harding is going to present the respon- 
sibilities of the physician and Miss Bonner is 
going to talk about the community and its 
responsibility to patients. You will see that 
the focal point in each case is the patient. I 
think the 2 patients we have seen illustrate 
that rehabilitation, which includes medical 
care, is based on what is left to the individual 
—not what has happened to him-and what 
we have to work with in determining the 
goals in a realistic fashion. In the case of the 
young man that we have seen today, the goal 
is one of employment; therefore, there must 
be something in the community that will per- 
mit this individual to go back to work. In the 
case of the older person, the goal is self-care; 
therefore, it must be determined what com- 
munity programs and services will permit this 
individual to stay as independent as possible 
for as long as possible. All this fine work 
would go down the drain if the patients were 
to return to their communities and nothing 
was available there to continue what has been 
done here. 


With that, I would like to ask Dr. Harding 
what she sees as the role of the physician to- 
day and what the physician’s dilemma is in 


terms of trying to find time to do all the 
things that have to be done, keeping in mind 
the broad total care of the patient. Dr. Har- 
ding is past president of the Metropolitan 
Health Council, on the budget committee of 
the Columbus, Ohio, Community Chest, ad- 
viser to many community groups, practicing 
physician, mother of three, and grandmother. 

Dr. Harding: 1 imagine that most of you 
have been reading the articles in Life on the 
subject of medical care of the hospitalized 
patient. Maybe you turn to the front of the 
magazine as I do, to read the remarks that 
come from individuals all over the country. 
Several weeks ago there appeared the follow- 
ing statement from a pharmacist after he had 
read one of these articles: “Over the past 35 
years, I have observed the physician-patient 
relationship of several thousand people. There 
is no doubt that when this relationship is 
measured by the satisfaction of the patient, 
the physicians who have been most successful 
have been those who recognized the fact that 
medicine is both an art and a science and 
who, in so doing, treated the whole patient.” 
That is the end of the quote but I would like 
to add “and family,” since we have to con- 
sider the patient in the context of the family. 

I am going to assume in talking to you 
about disability that all of you know and use 
all the modern methods of diagnosis, treat- 
ment, and rehabilitation. I am also going to 
use the term “chronic disability” rather than 
“chronic illness,” since some of these cases do 
not involve illness. 

Chronic disability involves three groups: 
those born with a disability, those developing 
a disability later, and the older patient. In 
each group there is a slightly different ap- 
proach in management. To mention a few, 
in the first group are the blind, the deaf, the 
retarded, the cerebral-palsied, and hemophili- 
acs. In the second group are those with chron- 
ic disabilities or difficulties, which can develop 
at any age, such as the rheumatic heart, multi- 
ple sclerosis, arthritis, and, of course, cancer, 
which can occur in any age group and which 
is such a long, drawn-out, and painful process 
at times that it can be classified in this group. 
The third group, or that comprised of our 
older citizens, includes a high incidence of 
cardiorenal and cerebrovascular disease, senile 
dementia, and Parkinson’s disease. 

What do we do about these disabilities? 
Firstly we diagnose them, and I assume that 
you are completely and correctly diagnosing 
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the condition. Then, we help the patient and 
his family to accept the difficulty. If we do 
not, he will go from one physician to another 
and from one city to another. Furthermore, 
acceptance must precede rehabilitation. Next, 
we decide about management. Will institu- 
tional care or care outside an institution ful- 
fill the patient’s needs? Will a rest home or 
nursing home do? Does the institution, if one 
is necessary, specialize in caring for chron- 
ically ill patients, and do any of its chronical- 
ly ill patients recuperate? 

It is our responsibility to know the answers 
to these questions and to know what different 
facilities are available. For example, our health 
council, composed mainly of physicians, so- 
cial workers, and others concerned with the 
problems of sick persons, has been interested 
in rest homes and nursing homes. Therefore, 
in 1958 we conducted a survey of these 
homes to establish standards whereby we 
would know that individuals who had to be in 
them would obtain the proper type of 
care. We should know about planned home 
facilities such as the Montefiore plan in New 
York City, possibly one of the best known, 
where there is intensive home care under the 
direction of the physician and the hospital. I 
am sure that you are acquainted with the 
work of the public health nurse in caring for 
chronically ill patients. These nurses visit 
the patients’ homes, bathe them, and in gen- 
eral make them comfortable. For patients able 
to live in their own homes but who cannot get 
their own meals, “Meals on Wheels” (in De- 
troit, Philadelphia, Columbus, and _ other 
cities), which is operated by volunteer groups, 
delivers hot meals every day to these individ- 
uals, who are under the care of their own 
private physician. 

In deciding what facilities are best or what 
must be done, you have to consider skills 
and educational background, especially of 
children. For example in Ohio, Dr. Pauline 
Pegg Rossel, an AMWA Medical Woman of 
the Year for 1954, approached the state legis- 
lature several years ago in regard to retarded 
children. Now, each family with a retarded 
child is allowed $300 a year for education, and 
schools for these children are bein est»b- 
lished. There are good evaluation facilities for 
children with cerebral palsy, which allow the 
family to know what to do and what the 
child is capable of doing. There are summer 
camps for diabetic children and for the blind 
and deaf, and I am sure that you know about 
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the special classes for deaf children, estab- 
lished because it was felt that this handicap 
could not be dealt with in the normal class- 
room situation without keeping the other chil- 
dren back. For the blind and hard-of-hearing 
children with normal intelligence, it is believed 
better to mix them in with other children; 
however, this has to be worked out with the 
school and the community. For older persons 
there are sheltered workshops to evaluate 
what skills are present or can be developed. 
In our area the Goodwill Industries plays a 
big part in developing the skills of disabled 
persons. They produce enough money through 
their work to help meet the Industries’ budget. 
Some are employed later by industry. One 
week a year is set aside as “Employ the Hand- 
icapped Week.” Newspapers, radio, and tele- 
vision encourage their employment, with good 
results. If these persons do not utilize such a 
program, it may be because you as their phy- 
sicians do not know about such facilities. 
There are also Golden Age or senior citizens 
groups. In our health council we developed a 
group responsible for the problems of older 
persons, who now have a program with 
“cracker-barrel” discussion, hobby shows, and 
suitable recreation. 

In all these age groups there are many things 
to do. As physicians we must realize that we 
are taxpayers and that our money is going 
into all these many public agencies, of which 
there are about 20,000. We ought to know 
what should be spent, especially since we are 
not only taxpayers but contributors to the 
United Community Fund. Furthermore, you 
may be on the consuming end someday as I am 
—I have a niece who is retarded, and possibly 
vou have someone like that in your family. 
We all have parents and we are all getting 
older, so that we must interest ourselves from 
the standpoint not only of the physician and 
taxpayer but also of the consumer. 

The point is to know your community fa- 
cilities and how good they are. If they do not 
fill required needs, what are you going to do 
about them? These agencies need medical ad- 
visers. They may know how to raise money 
and, in many instances, how to spend it but 
they need direction in their medical policies. 
In our area the Columbus Academy of Medi- 
cine, which is our county medical association, 
appoints a medical adviser to every health 
agency. Two years ago an_ inspection 
team from the county association was in- 
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vited by the community groups. This team 
inspected all the medically connected agencies 
and published a report in the newspapers, 
which mentioned the agencies and what type 
of help thev gave and also indicated what was 
needed. This proved a great impetus, medi- 
cally speaking, in getting the program in the 
best of shape. I repeat that you need to know 
your agencies and be willing to help them. 
Dr. Ryder: Thank vou very much Dr. 
Harding. I think Dr. Harding has carried us 
from the individualized patient-physician re- 
lationship to the role of the physician as coun- 
selor and adviser to the family as well as to 
the patient. She has shown that physicans 
have responsibility not only for diagnosis and 
medical care but also for helping the patient 
and family accept the disease. She has carried 
us one step further in discussing community 
agencies and the fact that the physician must 
be an adviser to these agencies. I would like to 
bring out here what I believe might be the 
role of the official health agency in these mat- 
ters. The official health department can be 
either a catalyst or a co-ordinator of func- 
tions. I recently saw a report from a com- 
munity of about 100,000 people in which 
more than 200 agencies are involved in serv- 
ices to the chronically ill. Each one of these 
agencies was doing a vital piece of work but 
in many instances did not know what the 
others were doing, so that the situation was 
one of much being done but not much being 
co-ordinated. In the chronic disease program 
of the Public Health Service we started with 
the concept that many services and programs 
would work more efficiently, with less over- 
lapping and fewer gaps, if there was co- 
ordinated community care. Unfortunately, 
when we use the word co-ordination or “co- 
ordinated care” some agencies with vested 
interest in their own specific job feel that 
they would have to give up something; there- 
fore we decided that we ought to find another 
term. Not long ago the National Health 
Council published their annual report, titled 
“Synergism.” There was a formula for what 
synergism meant—“2+2=6, 3+3=9, x+y= 
infinity.” In other words, when agencies 


work and plan together, the sum of effective- 
ness is greater than the sum of each individual 
agency’s work. This is a very good title. The 
health department in some communities has 
helped in this co-ordination by sponsoring or 
carrying out a survey or inventory and pub- 
lishing material on what services are available 
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to the physician. In one community this was 
sent to every practicing physician; in another 
it was published by a newspaper. In one com- 
munity a medical society has itself sponsored 
the development of a roster of community 
services. In other words, as Dr. Harding 
stated, know your agencies. And there is no 
better way of having this knowledge at your 
fingertips than to have a roster or inventory 
of what is available in the community. An- 
other way is to refer your patients to a cen- 
tral referral agency. In some communities 
central referral and counseling services are 
available to the physician, patient, and family, 
who may go for evaluation of the need of the 
patient and referral to an appropriate agency. 
However, after referral and counseling there 
remains the problem of helping the family to 
accept referral. 

Now, I would like to ask Miss Bonner to 
comment on what has been said. Miss Bonner 
is director of the Department of Social Serv- 
ices at the University of Arkansas and was 
formerly associate profesor of social work at 
the University of Tennessee School of Social 
Work. She also has been affiliated with the 
Washington University Medical School and, 
as she aptly put it, has not only had contact 
with community relationships but obviously 
with physician-patient relationships. 

Miss Bonner: As a social worker, the prob- 
lem that bothers me, and this has already 
been touched on briefly, is how to make the 
best use of what we have. We have hundreds 
of voluntary agencies whose direct and indi- 
rect services are remarkable. We have impres- 
sive resources in the public agencies that 
have developed in the past 25 years. Our 
greatest need in accomplishing the goal of 
prevention, control, and resolution of com- 
munity-wide social problems is acceleration of 
the proper use of available resources. 
If we really want to control and take care of 
social problems we must do something about 
overlapping functions of the different agencies 
and about lack of knowledge of what one 
agency can do and another cannot do. It 
amazes me every time I talk to an individual 
patient to find how much can be done to 
help him, only then to discover that no 
agency will say it can do such and such. We 
are still categorizing too much. For example, 
how do we divide mental health from health? 
Where is the dividing line? There have been 
efforts to rectify these false divisions of func- 
tions. One state has a governor's planning 
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committee made up of heads of organizations 
in the state and 30 citizens of the state. An- 
other state has used the Public Health Depart- 
ment in co-ordinating all the health and wel- 
fare agencies and resources in the community. 
Quite a few cities have made use of a roving 
analyzer, that is, a person not attached to any 
one agency, who studies all of the agencies 
and helps in planning toward the best way to 
co-ordinate their programs. 

Dr. Ryder: | wonder if there is not some- 
thing specific that practicing physicians can 
do, in addition to what Dr. Harding has said, 
in terms of making use of what is going on 
and getting into community activities through 
the advisory role. Miss Bonner, what would 
you say the physician might do? Is there a 
problem when one of the physician’s patients 
needs help from a community agency? Do 
you find a reluctance to shift responsibility to 
someone else, or is there some way that the 
physician can share the responsibility rather 
than relinquishing it? 

Miss Bonner: 1 do not think that the prob- 
lem involves lack of desire on the physician’s 
part to relinquish patients. Actually there is 
no problem in this sphere since the physician 
shares the responsibility. The problem that I 
see is how the physician views the patient. I 
have been very pleased to note that medical 
schools have recently been emphasizing from 
the freshman year up that the patient is not 
just a sick person but a whole person who 
lives in a community, who has a family, and 
who has feelings. I emphasize this because it 
is very important in regard to the physician’s 
relationships with other medically oriented 
personnel and his knowledge of community 
agencies. For the physician to work well with 
the community he must be indoctrinated 
early. 

Dr. Ryder: This is a subject near and dear 
to our hearts. In fact, we had a panel discus- 
sion about the training of physicians. We are 
aware that there is a whole sphere of activities 
related to illness in which we have to think 
of socioeconomic problems. I know that this 
has been a very real problem in terms of the 
official health department. I was quite dis- 
couraged at times, when I was first working 
in the area of gerontology, to find that the 
health department would go just so far. 
They would go as far as chronic illness and 
some of them would realize that the bulk 
of chronic illness is primarily in the older 
age groups, but they have not yet taken that 
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final step in realizing that the problem of 
chronic illness in the older individual is a 
minor one in many instances compared to the 
social and economic problems for which the 
illness is responsible. So many in the health 
department feel that the problem is not their 
business and that another group should at- 
tend to it. I think that they are losing a big 
opportunity to broaden their scope and to see 
what else can be done. For example, more 
and more I receive requests from housing 
authorities, which was not true several years 
ago, for information regarding older persons. 
They want to know whether they are re- 
sponsible in seeing that the older individuals 
remain well or what they should do when 
these persons get sick. They wonder what 
they should have in the way of medical care 
facilities or services if these persons become 
ill. So you see that there is a need for look- 
ing at all kinds of problems interrelated with 
illness. Dr. Harding, would you like to com- 
ment on this? How do you make it known 
to these agencies that you are available, and 
how do you develop an awareness on the part 
of the agency that it needs help? Did your 
medical society develop the idea of being 
medical advisers to every agency in the com- 
munity, or was there some interest expressed 
by the agencies? How did the plan start? 

Dr. Harding: It started originally with the 
planning group of the health council, which 
was composed of eight persons from the 
Council of Social Agencies (mostly social 
service workers), eight physicians from the 
Academy of Medicine and the county medi- 
cal association, and representatives of the dis- 
trict nurses’ and dental associations. The prob- 
lems that would come to the attention of the 
executives of the agencies at meetings would 
be brought before the health council, which 
was asked for help. Through this group med- 
ical advisers would be appointed, and it be-- 
came the established practice for agencies in 
the community to ask for medical advisers. 
For example, the Hearing Society was a group 
that realized its needs. This society had come 
to the point where its only members were 
older persons with hearing difficulties who 
sat around and played bridge. The so- 
ciety received a small budget from the Com- 
munity Chest each year to take care of its 
needs. Since both physicians and social work- 
ers felt that a better type of agency was 
needed, it was told to revamp itself or money 
would not be forthcoming next year. There- 
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fore, an advisory group including medical per- 
sons was appointed, and they drew up what 
was believed to be a good program for a hear- 
ing society, including help for younger per- 
sons, for those with speech difficulties, and for 
those families with hard-of-hearing children 
so that they could face the problems their 
children had. That is one way of holding the 
pursestrings. Sometimes it is difficult to find 
physicians who will take on this work, al- 
though we do not have this problem in our 
particular community. 

Miss Bonner: Most agencies want this type 
of help and some charters actually require it. 

Dr. Baumann: 1 would like to know the 
reasons for the good results in the cases that 
were presented here. These patients had seen 
countless other physicians before Dr. Smith 
and Dr. Bennett succeeded in helping them. 

Dr. Ryder: 1 am not sure that I can answer 
that question, but the one thing I do know 
from discussion with Dr. Smith is that neither 
patient could really name a family physician. 
They simply went from one specialist to the 
next. This may be one of the factors. It has 
also often been said that if you wait long 
enough all arthritic patients will improve to a 
greater extent than is thought probable. 
Maybe these 2 cases represent the natural 
course of events, helped along by understand- 
ing physicians who were on the spot at the 
right time. 

Dr. Dodge: | think that the emphasis placed 
on specialization these days has led many in- 
dividuals to go to a specialist rather than to a 
general practitioner if they believe something 
specific is wrong with them. If the problem is 
not in the specialist’s field, he will not always 
take the time to find out what the difficulty is. 
These individuals then become _ medical 
tramps, going from one specialist to another 
and never finding anybody who will sit down 
long enough with them to co-ordinate their 
symptoms. Most of us who are specialists for- 
get that we can practice general medicine and 
examine the person as a whole, or we do not 
have time—an extremely important consid- 
eration. 

Dr. Ryder: 1 am reminded of a very dra- 
matic occurrence. About a month ago I[ at- 
tended a conference on rehabilitation at which 
the physician who was speaking on preven- 
tion of disability came in with a case record 
that literally must have weighed 10 Ib. The 
case concerned a patient who had been in the 
institution for 17 years. During that time no 





one had anything good to say about him: 


“The patient is recalcitrant,’ “The patient 
is un-co-operative,” “The patient does not 
follow directions,” and so on. In 1954 an in- 
tern had taken a history and recorded the 
following note: “The patient is deaf.” But it 
was not until three years later that the patient 
was fitted with a hearing aid—all because no 
one had looked at the total patient. 

Dr. Brown: 1 would like to speak in re- 
verse about what Dr. Dodge has said. I be- 
lieve that part of the trouble in this time of 
specialization is that patients make their own 
diagnosis and go to a specialist. General prac- 
titioners are expected to make referrals to spe- 
cialists, but specialists do not seem to recog- 
nize that they should make some referrals too. 
I do not believe the specialist should act as the 
general practitioner. 

Dr. Ryder: When we were running the 
multiple screening programs in Boston we be- 
gan to get referrals for general checkups on 
individuals from dermatologists and psychia- 
trists. They would say that their patients had 
been coming to them for a number of years 
but had not really had complete checkups 
during the time they came. 

Dr. Shanahan: In listening to Dr. Harding 
discuss the wonderful setup of referrals and 
community work in Columbus, I was re- 
minded of an incident that recently happened 
in New Jersey, which should impress us with 
the importance of keeping our eyes open and 
actually volunteering where we are not 
wanted. In the last year our governor set up 
a program on aging, headed by a nonmedical 
person. There was no medical person officially 
involved at all. One of our AMWA branch 
members, who was a representative to this 
program from the New Jersey Neuropsychia- 
tric Association, became aware of this situa- 
tion and told me about it. I was able to ar- 
range several meetings with the director of 
the program, and there are now definite plans 
for incorporation of a program under medical 
guidance. 

Dr. Ryder: Right now we are traveling 
through the country trying to encourage 
states to set up groups in preparation for 
the White House Conference. In many states 
the governor has appointed only lay persons; 
in some states only the official health agencies 
are included; and in other states there has 
been appointment of a broad committee with 
state officials, voluntary agencies, and welfare 
agencies included. We try to work through 
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the state and local health departments and 
the state medical societies of the AMA in en- 
couraging physicians to volunteer for com- 
mittee work so that the medical profession 
may have representation at the state confer- 
ence level. I think this is something we could 
all look into. Find out what is going on in 
your community in preparation for the White 
House Conference on Aging. 


and medical care today. These problems add 
a new dimension to the traditional physician- 
patient relationship—that of the community. 
The task of the panel has been to explore this 
broadened concept and to determine the at- 
titudes of various individuals and agencies 
concerned. Are resources available in your 
community, and are these efficiently used in 
handling today’s major health problems? 
Unless there are some urgent questions | I wish to thank Dr. Smith, Dr. Bennett, 
think we should bring this panel to a close. and the 2 patients for being a part of this 
I hope that we have succeeded in coverine panel. I also wish to thank Dr. Harding and 
some of the complexities of providing health Miss Bonner for their participation. 





Death Rates in 1959 


Americans enjoyed favorable health in 1959, as measured by prevailing 
mortality, and the prospects for continued high standards of national health in 
1960 are excellent, the statisticians of the Metropolitan Life Insurance Company 
report. At the same time, improvement in mortality in the United States during 
the decade of the 1950’s was slight. Considerably greater gains were recorded 
during the decade of the 1940’s and the decade of the 1930's. 

The national death rate for 1959 was estimated to be about 9.4 per 1,000 pop- 
ulation, or a shade below that for the year before. The 1959 rate was 2 per cent 
below the rate in 1950 and 2 per cent above the all-time low of 9.2 per 1,000 
recorded in 1954. “The limited reduction in the recorded death rate during the 
1950’s has been due, in part, to the increased numbers in the population of infants 
and very old persons, the two groups that have the highest mortality. But even 
if allowance is made for the changing age composition of the population, the 
relative decrease in mortality during the 1950’s has been less than a third that 
during the 1940’s and only about half the reduction during the 1930's.” 

Although influenza was not epidemic in the United States during 1959, the 
death rate from pneumonia and influenza was not much below that of the pre- 
ceding two years, both of which had widespread outbreaks of influenza. In fact, 
the death rate from pneumonia and influenza fluctuated widely around 31 per 
100,000 all during the 1950’s without showing any downward trend. This is in 
marked contrast to the experience during the 1940’s when the death rate from 
these causes was cut in half. 

The death rate from diseases of the heart, arteries, and kidneys appeared to be 
slightly lower in 1959 than in the two prior years, when mortality from these 
chronic diseases had been adversely affected by the influenza outbreaks. For the 
decade as a whole, the age-adjusted death rate from diseases of the heart, arteries, 
and kidneys has changed only little for men but has decreased among women. 
These diseases now account for somewhat over half the total mortality of each 
Sex. 

Cancer mortality was slightly higher in 1959 than in 1958. During the 1950's 
the age-adjusted death rate from cancer showed contrasting trends for the two 
sexes—an increase for men and decrease for women. The incidence of poliomy- 
elitis, particularly of the paralytic type, increased sharply. By the end of 1959 
there were nearly 8,500 cases of the disease reported in the United States, 
compared with about 5,800 the year before and with 38,000 in 1954 (before 
the general use of the Salk vaccine). Mortality from tuberculosis was less than 7 
per 100,000 population due to antibiotic therapy and favorable economic condi- 
tions, and measles, scarlet fever, whooping cough, and diphtheria caused extreme- 
ly few deaths, about 0.5 per 100,000. Cases of measles totaled little more than half 
the number reported the year before. 
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Societies Civil Defense Conference* 


Claire E. Healey, M.D. 


SATURDAY SESSION 


CIVIL DEFENSE AND THE FEDERAL 
GOVERNMENT * 


Office of Civil and Defense Mobilization 
(OCDM). About a year ago a National Plan 
for Civil Defense and Defense Mobilization 
was promulgated. This plan establishes na- 
tional nonmilitary courses of action to deter 
aggression and to provide blueprints of sur- 
vival in the event of attack. During the past 
year a series of annexes have been prepared 
to fill in the details of the National Plan. An- 
nex 18, the National Health Plan, was written 
with the assistance of the Department of 
Health, Education, and Welfare. Public Law 
606 establishes a civil defense partnership be- 
tween Federal, state, and local governments 
and bases the whole program on their joint 
action, the Federal Government to supply 
matching funds that Congress has not appro- 
priated. 

The speaker stressed the importance of the 
National Shelter Program and cited six opera- 
tional programs in its support. These involved 
the shelter survey program, fall-out shelters 
in new and existing Federal buildings, and the 
prototype shelter program in which a suf- 
ficient number and variety of shelters will be 
constructed throughout the country to de- 
velop practical information on such varied 
aspects of shelter construction as costs, site 
locations, and operation. Finally, a program is 





*Dr. Healey attended the Conference in Chicago, 
Nov. 7-8, 1959, as AMWA representative. 

*See page 502 of this issue for a special article on 
“The National Plan for Civil Defense and Defense 
Mobilization.” 





Dr. Healey is Health Officer, Chicago 
Metropolitan Area Regional Office, State 
Department of Public Health. 














under way directed toward the promotion of 
construction of fall-out shelters. 

Annex 18 of the National Health Plan has 
been reviewed by the AMA and other major 
health organizations of the country and is 
ready to go to press. The National Health 
Plan, along with Annex 30--the National Man- 
power Plan, Annex 23—the National Radio- 
logical Defense Plan, Annex 24—the National 
Biological and Chemical Warfare Defense 
Plan, and their relevant annexes, will provide 
a comprehensive organizational framework, 
assumptions, assignments of responsibility, and 
methods of operation for the medical pro- 
gram of nonmilitary defense. The plan is a 
statement of the principles, responsibilities, re- 
quirements, and broad courses of action in the 
health field. 

The report of the AMA on the National 
Health Plan is an important contribution. The 
medical profession, speaking through its of- 
ficial organization, has espoused the basic pre- 
paredness principle that all health professions 
and the general public must accept responsi- 
bilities and be trained to carry out medical 
care procedures that they would not dream of 
encouraging or allowing under normal cir- 
cumstances. The report states that it is the 
responsibility of physicians, in respect to 
preparation for and recovery from a mass 
attack on the United States, to ensure ade- 
quate medical training of the medical and 
health professions and all other personnel po- 
tentially able to assist in the care and treat- 
ment of the survivors of a mass attack. Not 
only allied professions but physicians them- 
selves must be trained to help improve their 
capabilities in meeting community disaster 
needs. The private practicing physician may 
well find himself in the postattack period de- 
prived of the assistance of health officers, 
sanitary engineers, and other personnel. He 
must be prepared to assume preventive health 
responsibilities not normally included in the 
clinical practice of medicine. 
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Examples of functions not normally per- 
formed by medical associates, such as dentists, 
veterinarians, or nurses, are treatment of open 
chest wounds, treatment of shock, mainte- 
nance of patent airways including tracheo- 
tomy, administration of anesthetics, assistance 
in surgical procedures, administration of 
whole blood and intravenous solutions, and, 
for nurses, management of normal deliveries. 

The report recognizes the responsibility of 
the medical profession for the trainine of the 
ancillary health professions before they can 
be called upon to assume these expanded 
roles. 

OCDM has established a civil defense 
emergency hospital program. It has distrib- 
uted 72 civil defense emergency hospitals for 
training purposes and 1,252 hospital units 
packed for long-term storage, to assist state 
and local governments in the achievement of 
their planning and preparedness programs. 

The importance of this program lies in 
the fact that it provides the means for state 
and local organizations to familiarize health 
personnel with the health unit they would be 
operating in an emergency. The major em- 
phasis in the Division of Health Mobilization 
of the U.S.P.H.S. is on training that will 
equip individuals and communities to meet 
their own needs with the resources on hand 
at the time of emergency. 

PHS. The PHS is selecting physicians and 
others on a part-time basis within selected 
communities to assist in testing training 
courses that the Service is developing. The 
PHS is also participating in planning and 
training efforts to extend the National Lab- 
oratory Network and to improve laboratory 
capacity, to provide standardized diagnostic 
procedures and rapid detection and identifica- 
tion of chemical and biological warfare 
agents. It is making grants to medical schools 
to encourage the inclusion of disaster and 
military medicine in the curriculum. 

By working with each state, the PHS will 
endeavor to refine emergency plans and de- 
velop state-wide operational capability in 
health mobilization. As a means of realizing 
these goals within the general population, it is 
sponsoring a pilot research project in the 
Boston area. The project has the support and 
assistance of the AMA. 

Veterans Administration. From a material 
standpoint, the VA affords the greatest uni- 
fied medical resource in the United States. Its 
system of 170 hospitals finds representation in 
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every state in the Union except Alaska, Ha- 
waii, and one city in Puerto Rico. The pres- 
ent rated capacity of the hospital system is 
123,666 beds. In the event of an emergency, 
an expansion to exceed 250,000 beds is 
planned. 

The personnel of the Department of Medi- 
cine and Surgery exceeds 130,000, skilled and 
unskilled. Of these, 4,559 are full-time physi- 
cians and 2,964 are resident physicians. All 
fields of specialized practice except pediatrics, 
obstetrics, and gynecology are represented on 
these staffs. Approximately 14,000 nurses are 
emploved. All other elements of a modern 
hospital and clinic teams are included. These 
teams have been carefully trained in disaster 
techniques. Careful calculations have been 
made concerning the theoretical destruction 
of hospitals and loss of personnel in the event 
of an attack. The medical program of the VA 
obviously constitutes a tremendous resource 
in civil defense. 

Military Health and Medical Assistance for 
Civil Defense. The contributions that militarv 
medicine has to make to civil defense and 
emergency casualty care were underlined. In 
event of disaster, the primary medical prob- 
lem for the long haul is preventive medicine. 
In reality, defense against bacteriological war- 
fare, that is, the warfare we practice on our- 
selves by transmitting diseases to one an- 
other, may well constitute the emergency 
for which we should be prepared. 

The question was asked of how well pre- 
pared the average physician is to play his role 
in this second phase of emergency medical 
care when he is called upon to be a civil de- 
fense surgeon. It was suggested that the art 
of field medical service as it is practiced in 
the military constitutes a good source of in- 
formation for the medical profession. 


CONGRESSIONAL REVIEW OF ENVIRONMENTAL 
AND BIOLOGICAL EFFECTS OF NUCLEAR 
ATTACK 


Congressional public hearings were under- 
taken concerning the biological and environ- 
mental effects of nuclear war. A Congres- 
sional committee prepared a hypothetical at- 
tack in which thermonuclear weapons of 
varying size were assumed to have been 
dropped on specific targets within the United 
States. The witnesses at the hearing presented 
testimony concerning effects of this hypo- 
thetical attack. Witnesses were selected on the 
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basis of their competence and experience in 
the varied fields of nuclear phenomena. The 
consensus of testimony was that the human 
race could and would survive the type of 
hypothetical attack under consideration, not- 
withstanding the inevitable costs, physical im- 
pairments, and deaths. 


OPERATION OF A SMALL HOSPITAL DURING 
CHICAGO SCHOOL DISASTER 


On Dec. 1, 1958, there was a disastrous fire 
in Our Lady of Angels Elementary School in 
Chicago, and 46 victims were brought to St. 
Anne’s Hospital. The experiences of the dis- 
aster team consisting of medical, nursing, and 
nonprofessional personnel were described, as 
was the way in which they handled them- 
selves in the face of the tremendous impact 
of having so many seriously injured patients 
come to their emergency room in less than 20 
minutes. The important facts that came out 
of the experience were: 1. The program must 
revolve around one individual or disaster 
team, or around his previously assigned and 
trained assistants. 2. The plan must be simple 
so that all will understand and rapidly learn 
new changes in the plan. 3. The team ap- 
proach is essential in any mass casualty situa- 
tion. 4. Daily staff meetings during the period 
of disaster are valuable and important as a 
means of discussing 24 hour treatment rou- 
tines. 


DISASTER EDUCATION IN MEDICAL SCHOOLS 


The effectiveness of medical care for dis- 
aster victims is as dependent upon proper or- 
ganization of the effort as upon the skill of 
the physicians involved. A_ well-organized 
program for teaching the principles of disaster 
medicine has been introduced into 70 of our 
country’s 85 medical schools. Out of this ex- 
perience has come an appreciation of the in- 
effectiveness of an educational effort that may 
never find practical fulfillment because the 
complementary elements necessary to make it 
succeed are present neither in the medical 
school nor in the practicing community. It is 
suggested that the medical profession take 
steps to ally itself with the National Guard 
and to function under the general supervision 
of the military discipline instituted by this 
organization in case of disaster. In order to 
more effectively discharge its professional ob- 
ligations, effort should be made by the medi- 









cal profession to establish an appropriate un- 
derstanding with the proper officials of the 
National Guard and the state government as 
to the role that the medical profession will fill 
in such a situation. This will provide a frame- 
work within which the efforts and skills of 
individual physicans will become effective. 


CIVIL DEFENSE FANTASIES AND REALITIES 


The luncheon speaker maintained that it is 
important that the AMA put pressure on the 
Government to release more information con- 
cerning the techniques of biological and 
pharmacological warfare. He maintained that 
more is known about the effects of nuclear 
weapons than about the afore-mentioned type 
of warfare. He emphasized the lack of activ- 
ity in this country in relation to the con- 
struction of shelters to be used in case of nu- 
clear warfare. 


WORKSHOP SESSIONS 


The afternoon session was spent in the 
workshop concerning practical aspects for 
mobilization and training of medical and 
health personnel in the care of mass casual- 
ties. Medical and ancillary medical professions 
were represented in this group. Discussions 
revolved largely around the means of training 
for ancillary personnel and the difficulties that 
had been met, and in some instances over- 
come, during the implementation of various 
training programs. 


SUNDAY SESSION 
FIFTEEN MINUTE PAPERS 


Training Medical Aides for Civil Defense. 
The training program of the Academy of 
Medicine of Cuyahoga County (Cleveland) 
was described. Its purpose is to train and 
qualify laymen to become highly useful as- 
sistants at the aid station or emergency room 
level in the event of disaster. The program has 
met with a considerable amount of success 
and enthusiasm on the part of the lay partici- 
pants. 

Civil Defense Role of Pharmacists. Mem- 
bers of the American Association of Colleges 
of Pharmacy have made a formal request that 
the pharmacists be utilized in the civil de- 
fense programs. They can make a major con- 
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tribution if they are able to utilize their pro- 
fessional ability in: (1) stockpiling medical 
supplies and dispensing them; (2) develop- 
ing radiologic defense; (3) educating the 
public in matters of civil defense, medical 
preparedness, and public health; and (4) in- 
creasing the medical manpower in emergen- 
cy disasters of local, state, national, or world- 
wide concern. 

Errors in Civil Defense Thinking. The 
speaker inquired about the reasons for lack 
of continued and whole-hearted interest in 
the civil defense program and answered that 
this oscillation in civil defense enthusiasm may 
stem from our failure to dent the political 
armor of patronage often used in dispensing 
local civil defense positions. He followed with 
a consideration of what the public has the 
right to demand of the locally paid civil de- 
fense servants. 

Collection and ‘Transportation of Casual- 
ties and Positioning of Emergency Medical 
Aide Teams. The functions and requirements 
of casualty collecting areas in case of disaster 
should be emphasized in all general educa- 
tional programs. The frustrating experience 
resulting from traffic congestion should be 
brought to the attention of the general public 
and should be discouraged by penalty if 
necessary. The problem of the collection and 
disposition of casualties and the placing of 
emergency medical aide teams should be given 
more consideration. 

Lessons in Casualty Care Taught by the St. 
Louis Tornado. This was an informative story 
of the operation of the St. Louis Disaster Plan 
at the time of the tornado. Defects were em- 
phasized in order to point up the importance 
of attention to all operational details prior to 
the time disaster occurs. This “trial run” 
brought about a revision in certain areas of 
the St. Louis Plan. 

Are Full-Time Disaster Co-Ordinators 
Needed in Hospitals? The impression is that 
full-time disaster co-ordinators are not neces- 
sary in hospitals when top management and 
key staff members are convinced that disaster 
preparedness is necessary and when they are 
active in implementing a readiness program. 
Economic factors in individual hospitals will 
more often than not preclude the existence of 
a full time disaster co-ordinator. 

What You Should Know About Chemical 
and Biological Warfare. Problems concern- 
ing chemical warfare are more complex now 
than they were two decades ago. The results 
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from the use of chemical agents fall into two 
classes: psychological and physical. While not 
necessarily lethal, they pose the added prob- 
lem of rapid identification to determine that 
an attack has actually been initiated and to 
determine what agent is being used. 

Many of the biological agents that we feel 
might be used in this country are relatively 
unknown to us in large-scale epidemic form. 
At times, they are not immediately identifi- 
able. We need improvements in methods of 
recognizing promptly any abrupt increase in 
sickness rates. We need to have on hand ade- 
quate stockpiles of vaccines and antibiotics 
with a long shelf life for emergency use. 

Generating Commtunity Support for a Med- 
ical Defense Program. The whole concept of 
civil defense is that the civilian population be 
prepared to care for itself in the event of dis- 
aster. This demands that the private citizen 
have some understanding concerning what he 
might have to do in event of disaster. A dis- 
aster committee of a county medical society 
is an ideal point of initiation of a program 
designed to arouse community support of the 
civil defense program. 

Changing Concepts of Disaster Medical 
Management. By far the major part of our 
planning in civil defense has been concerned 
with the effects of thermonuclear attack and 
the effect of the attack itself upon the popu- 
lation. The question is raised as to whether 
the entire question of casualty care be rele- 
gated to a position of secondary importance 
and whether our greatest efforts should not be 
concentrated upon the uninvolved popula- 
tion in order to keep it productive rather than 
upon restoring the injured to productivity. 

Getting Public Acceptance for Civil De- 
fense. It has been hard to sell the concept of 
civil defense. It will be difficult to sell the 
plan to the civilian population unless there is 
complete understanding, co-operation, and 
mutual respect between the Federal, state, 
and local governments, which must share 
equally and completely in their responsibility. 
It is likewise necessary to have acceptance of 
the program by professional groups such as 
the medical profession. Because of their po- 
sition in the community, they can provide a 
valuable service in getting public acceptance . 
for civil defense by being sold on the concept 
themselves. The public must realize that phy- 
sicians individually and collectively are solidly 
behind civil defense. This will go a great 
distance in gaining public support. 


















Development and Implementation of the 
Minnesota Civil Defense Plan. The Minnesota 
Survival Plan is based on the fact that the 
military will not take over and that the prob- 
lems on the home front will belong to civil 
government in case of disaster. The imple- 
mentation of the civil defense program in 
Minnesota has been an active process. It was 
reviewed by the full-time civil defense co- 
ordinator, a position which was established in 
the Minnesota Department of Health. 
Disaster Program of Flying Physicians As- 
sociation. The Flying Physicians Association 
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is only four years old but has a rapidly grow- 
ing membership of 2,000. It is offering its 
services and equipment, without charge, to 
forward the civil defense program. By virtue 
of the medical training of its members and the 
mobility by light plane, it feels that it can 
offer a service to the nation that no other 
group could possibly duplicate. Here are 
2,000 medically trained pilots ready for serv- 
ice on a stand-by basis. It is estimated that it 
would cost the government more than 60 mil- 
lion dollars for one year to duplicate the setup 
that the Flying Physicians are offering. 


The National Plan for Civil Defense and Defense 
Mobilization 


Completely packaged emergency hospitals, 
including everything from bandages to roent- 
gen-ray machines, are part of the medical 
stockpile now being built up in Federal ware- 
houses across the Nation for use in the event 
of military attack on the United States. The 
1,932 hospitals, each with a 200-bed capacity, 
may be easily transported and erected in any 
large public building. Many are now in the 
hands of state and local governments for train- 
ing purposes and are made available when 
needed for use in major natural disasters. In 
a publication of December, 1958, it was in- 
dicated that enough supplies have been col- 
lected to treat 5 million people for three 
weeks. By 1968 it is hoped that medical sup- 
plies, supplementing commercial inventories, 





will be adequate for nationwide treatment for 
casualties and noncasualties for a year follow- 
ing nuclear attack. 

These medical stockpiles are only one ele- 
ment in the complex National Plan developed 
by the Office of Civil and Defense Mobiliza- 
tion (OCDM) of the Federal Government. 
This plan “establishes nonmilitary courses of 
action, and the role of the Federal Govern- 
ment, the states, their political subdivisions, 
and of individual citizens in the event of an 
attack to enable the Nation to survive, re- 
cover, and win,” *according to the booklet 
published by the OCDM, entitled “What You 
Should Know About the National Plan for 
Civil Defense and Defense Mobilization.” Ef- 
fective defense of as large a majority as possi- 
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ble of the U.S. population against the effects 
of a nuclear blast, the subsequent fire, and en- 
vironmental contamination is necessary for na- 
tional survival, recovery, and victory. 

The National Plan outlines provisions for 
pre-emergency, emergency, and postemer- 
gencv periods, dealing with (1) a two-con- 
tingency warning system, (2) evacuation and 
shelter, (3) control and communications, (4) 
emergency governmental services, (5) con- 
tinuity of government, and (6) production 
and distribution of goods in a recently devas- 
tated area. In the event of attack by manned 
airplanes. the Nation would have a warning 
period of from zero to three hours, whereas, 
if attack were by missile, one-half hour at 
most is the estimated warning period. OCDM 
officers are on continual duty at the head- 
quarters of the North American Air Defense 
Command (NORAD), which is responsible 
for detecting enemy attack. Warning of an 
impending attack could be broadcast to the 
Nation within a matter of minutes; if 
NORAD ordered a radio alert, all regular 
broadcasting would be silenced and CONEL- 
RAD emergency broadcasting, at 640 and 
1240 on AM radio dials, would be put into 
effect. Under the National Plan, two warning 
signals for municipal sirens have been estab- 
lished: (1) the Alert Signal, a steady three 
to five minute blast, meaning, “Take action as 
directed by local government,” and (2) the 
Take Cover Signal, a warbling three minute 
blast or a series of short blasts, meaning, “Take 
cover immediately in the best shelter availa- 
ble.” In any attack, plotting of the wind and 
of the location of nuclear bursts will give a 
general indication as to where to look for 
dangerous fall-out. Four times daily the 
Weather Bureau now provides the OCDM 
and state and local governments with observa- 
tions of wind directions and velocities at that 
time. 

Survival plans made by states, territories, 
and metropolitan areas must take into account 
the estimate that 90 per cent of the individuals 
who survived any detonation would need pro- 
tection from radioactive fall-out. Therefore, 
the National Plan promotes plans calling for 
construction or improvisation of fall-out shel- 
ters. State and community plans must also in- 
clude programs for moving persons before 
attack, if this is feasible in terms of shelter 
and time available, and for moving them after 
attack to areas of less fall-out. 

To provide information and directions in 
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case of emergency, the OCDM is establishing 
a system of controls and radio communication 
at safe or reinforced relocation sites. In such 
a position, the government would immediately 
take control of resources of food, water, 
transportation, fuel, and power. At this time 
backlogs of medical goods and engineering 
items are being increased through Federal 
funds and surplus Federal property. The 
quantity of supplies for medical care and en- 
gineering operations stored in a given area is 
related to the probability of attack on that 
area—small-capacity warehouses are operated, 
on a calculated risk basis, in or near principal 
cities; larger warehouses are located farther 
from probable target areas; and general re- 
serve or depot types are maintained at a still 
greater distance from probable targets. Plans 
of operation and a supply of permanent and 
voluntary personnel at each supply house will 
allow efficient unloading and shipment of sup- 
plies during an emergency. 

Continuity of government is essential to a 
nation concerned not only with immediate 
survival but with recovery and victory. Under 
the National Plan, all governments are re- 
quired to establish alternate sites or control 
centers; to establish lines of succession among 
key personnel; to preserve essential govern- 
ment records; and to make full use of govern- 
ment personnel and resources by installing 
civil defense functions in their regular services 
and agencies, to be augmented through the 
use of trained volunteers. Model legislation has 
been prepared that would ensure continuity of 
government even among isolated and devas- 
tated communities. 

After an enemy attack, the economic re- 
covery of the Nation, so essential to victory, 
would probably be based to a large extent on 
government control. Stated generally, the 
fields involved are: (1) money matters, par- 
ticularly actions to re-establish a dependable 
medium of exchange and a credit structure; 
(2) control of production; (3) control of the 
distribution of goods and services, to supply 
the requirements that are most necessary; and 
(4) control over consumption, so that claim- 
ants for available supplies are treated as equita- 
bly as possible. The postemergency demand 
for raw materials, industrial facilities, and 
trained personnel would necessitate organiza- 
tion of these resources for the most efficient 
service to the Nation and its people. The 
OCDM is designing a system of emergency 
economic control applicable to the Nation as 
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a whole, yet sufficiently flexible to be ad- 
ministered regionally or within a state, or, for 
that matter, within whatever restricted geo- 
graphical areas an attack might create. 

“An indefinite future in which attack is not 
expected but must never be written off” im- 
poses great responsibilities, mainly reciprocal 
or mutual, on the Federal Government, the 
community, and the individual. 

Federal Government. The Federal Govern- 
ment, through the OCDM, bears the burden 
of planning, research, training of volunteers 
and Federal employees, and implementation of 
plans through education, advice, and use of 
funds. The National Plan is composed of 
many operational annexes, such as the Na- 
tional Food Plan, the National Shelter Plan, 
the National Medical and Health Plan, the 
Continuity of Government Plan, and the In- 
dividual Action Plan. However, all these plans 
acknowledge the necessity of strong regional, 
local, and individual planning, ahd much of 
the work of the OCDM is in matching state 
and municipal funds for control centers, pro- 
moting investment in shelters against nuclear 
blasts and fall-out, and equipping the public 
with knowledge and materials to enable com- 
munities to organize effective civil defense 
operations. This “equipment” includes distri- 
bution of the OCDM-issued “Handbook for 
Emergencies” to more than 40 million fami- 
lies; use of 800,000 radiologic instruments pro- 
vided by OCDM to state and local govern- 
ments; and delivery of radiologic kits to 
15,000 high schools where, through the co- 
operation of the Department of Health, Edu- 
cation, and Welfare and the state education 
departments, science teachers are conducting 
instruction in the effects of radioactive fall- 
out, measurement, and monitoring. 

Under the Plan, the Federal Government is 
committed to conducting research programs 
on methods, materials, and facilities to better 
the nonmilitary defense of this country. 

Local Government. The government of a 
community or municipal area must be pre- 
pared for complete temporary isolation from 
the surrounding region and must organize 
and train individuals for community service 
in an emergency. It must make preparation to 
carry out many of its ordinary functions un- 
der extraordinary conditions, and must de- 
velop techniques for dealing with the after- 
effects of a possible nuclear crisis. It is the 
program of the local government that the in- 
dividual must follow during a time of emer- 





gency, as preparations for immediate shelter 
and postattack operations are developed for 
the metropolitan area unit. 

Individual Action. With the individual lies 
the ultimate responsibility for survival of him- 
self and his family. The program for survival 
of the individual begins, according to the out- 
line by the National Plan, with preparation 
of a shelter area with enough supplies for self- 
sufficiency during the two weeks immediately 
following an attack. Knowledge of elementary 
health care and fire control and prevention 
are essential to survival in a family shelter. 
Self-education of the individual in techniques 
necessary to avoid the injurious effects of ra- 
diologic, biological, and chemical warfare can 
be carried out with information available 
through local civil defense offices. 

The individual is also responsible for con- 
tributing to the organized community effort. 
At the present time many phases of the civil 
defense program require volunteers, in both 
skilled and unskilled operations. In case of 
nuclear aggression, persons who have over- 
come or escaped the effects of the attack 
should report their availability as manpower 
to local government authorities. 


COMMENT 


Civil defense is not a preparation for ex- 
pected war, nor is it an indication of belief 
in war as the final method of deciding differ- 
ences between nations. President Eisenhower 
defined the U.S. position in the following 
statement: “It is the clear and unequivocal 
position of the United States that conflict and 
disagreement among nations should not be re- 
solved by the use of force. The United States 
will continue through all available channels 
to attempt resolution of disagreements by all 
means that will allow peace with honor. Nev- 
ertheless, so long as direct or indirect aggres- 
sion is used as an instrument of national policy 
by any nation, common prudence requires that 
every effort be made to protect the people of 
the United States by both active and passive 
means of defense. Civil Defense and Defense 
Mobilization are vital parts of the Nation’s 
total defense.” 


(Prepared from the booklet, “What You 
Should Know About the National Plan for 
Civil Defense and Defense Mobilization,” Of- 
fice of Civil and Defense Mobilization, Wash- 
ington, D.C., 1958.) 


J.A.M.W.A.—Vot. 15, No. 5 








tt ae aa 


ee 





aa ale aN te 


eee 








Medical Briefs 


LIVE POLIOVIRUS VACCINE 


“The Public Health Service has a consider- 
able interest in the development of live polio- 
virus vaccine. This interest arises both from 
its concern with preventive measures and 
from its legal responsibilities for the licensing 
of biological products. A continuing review 
of progress has been made by the PHS com- 
mittee on live poliovirus vaccine. This review 
indicates important progress toward the de- 
velopment of a safe and effective poliomye- 
litis vaccine for oral use. Some important safe- 
guards will need to be developed before there 
can be full assurance concerning the safety 
and potency of these products for general use 
by the physician. 

“When the scientists and public health phy- 
sicians of the United States and other coun- 
tries have provided evidence of safety and of 
lack of significant reversion to virulence of 
the vaccine strains, on the basis of both lab- 
oratory and field experience, and when prop- 
er manufacturing safeguards have been satis- 
factorily established by the vaccine manufac- 
turers, the Public Health Service will act on 
applications for the licensing of live poliovirus 
vaccine. In the meantime, there should be no 
abatement of full use of the demonstratedly 
effective Salk vaccine.” (From Burney, L. E.: 
Current status of live poliovirus vaccine, 
J.A.M.A. 171:2180-2181, Dec. 19, 1959.) 


PULMONARY, ESOPHAGEAL, AND 
BREAST CANCERS DESTROYED BY 
ELECTRON THERAPY 


At the forty-fifth annual meeting of the 
Radiological Society of North America, Dr. 
Erich M. Uhlmann of Michael Reese Hospi- 
tal, Chicago, and Dr. Florence Chu of Me- 
morial Center for Cancer and Allied Diseases, 
New York City, supported the view that 
electron therapy administered in the advanced 
stages of cancer will destroy the tumor and 
yet have few side effects. Both physicians ad- 
ministered a total of 6,000 to 7,000 r, with 
energies ranging from 20 to 33 mev. None so 
treated had any deleterious side effects. 

Dr. Uhlmann used electron therapy in 17 
patients with bronchogenic carcinoma in the 
advanced stages where, because of age or 
weakness, surgery and radiotherapy were 
contraindicated, and in 10 with esophageal 
neoplasms. As a result of the therapy, 2 pa- 
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tients with bronchogenic carcinoma remained 
asymptomatic for over a year, 5 for more 
than six months, and 6 for six months or less. 
In the 4 who died, the primary tumor had 
vanished. Of the 10 patients treated for eso- 
phageal lesions, 1 has remained asymptomatic 
for 19 months, 2 for more than 9 months, and 
3 for up to 6 months. One patient showed no 
signs of disease for almost two years before 
he died of congestive heart failure, 2 died of 
metastatic lesions, and 1 death was unrelated. 

To prevent irradiation of normal tissue, Dr. 
Uhlmann used lucite shields, designed to fit 
the individual intrathoracic area. 

Dr. Chu employed electron therapy in 19 
patients with primary lesions of the breast in 
whom surgery was contraindicated. Only 1 
patient did not benefit from the treatment, 7 
had partial regression of the tumor, and in 
the remaining 11 the tumor regressed com- 
pletely. In 39 patients with metastatic lesions, 
7 did not respond to therapy; however, Dr. 
Chu had complete success for eight months 
with 22, and effected partial regression in 10. 


SERUM CHOLESTEROL LEVELS STUDIED 


Although hypertension and mortality re- 
sulting from hypertension are significantly 
higher among Negroid than white patients, 
death resulting from coronary artery disease 
remains about the same in both. These facts 
have precipitated comparison studies of the 
serum cholesterol level in both groups. The 
results of these tests were presented by Dr. 
Jeremiah Stamler of the Heart Disease Con- 
trol Program, Chicago Board of Health, in 
December, 1959, at the thirteenth annual 
meeting of the American Society for the 
Study of Arteriosclerosis, in Chicago, Dr. 
Stamler stated that the serum cholesterol level 
was definitely found to be lower in Negroid 
patients. The blood samples were taken from 
3,134 middle-aged men and women in the 
Chicago area: 1,600 Negroes living in the 
poorer areas of the city and 84 Negroes and 
1,450 white employees of a utility company. 
Serum cholesterol levels in employed Negroes 
averaged 30 mg. below the level in white em- 
ployees, and the level among the Negroes 
who were unemployed was another 10 mg. 
below that. The tendency of lower serum 
cholesterol among Negroes is evidenced in all 
age groups, however. 








WORLD HEALTH DAY 


World Health Day, observed each year on 
April 7, marked the anniversary of the com- 
ing into force of the constitution of the 
World Health Organization in 1948. The 
theme chosen for 1960 was “Malaria Eradica- 
tion—a World Challenge,” and the object of 
the World Health Day was to stimulate sup- 
port for the world malaria eradication cam- 
paign in all countries, whether malarious or 
not. 


TRAVELER’S GUIDE TO VACCINATION 


Smallpox, cholera, and yellow fever pre- 
sent a far smaller risk to today’s traveler than 
they did even 10 years ago, but vaccination 
against one or more of them is still required 
in a number of countries. A recent WHO 
publication, “Vaccination Certificate Require- 
ments for International Travel,” lists the vac- 
cinations necessary or recommended for some 
180 countries and territories ranging from 
Aden to Zanzibar. The 32 page booklet con- 
sists of tables showing requirements relating 
to the three diseases, with symbols indicating 
whether a vaccination is required for travelers 
arriving from all countries or only from cer- 
tain areas. Notes explain specific additional re- 
quirements of various countries. WHO also 
provides a convenient record of vaccinations— 
the “International Certificate of Inoculation 
and Vaccinations”’—a small yellow booklet 
that, WHO comments, has become as im- 
portant to the traveler as his passport. The 
booklet is based on the International Sanitary 
Regulations governing land, sea, and air travel 
around the world, drawn up by WHO in 
1952. It’s aim is to ensure maximum security 
against the international spread of disease with 
minimum interference with world traffic. 


NEED FOR NEW WHO BUILDING 
DISCUSSED 


Plans for a new building to house the head- 
quarters of the WHO in Geneva, near the 
Palais des Nations (headquarters of the UN 
European Office), were discussed by the 
WHO Executive Board at its recent session 
in Geneva. A move to a separate building has 
become necessary, Dr. M. G. Candau, WHO 





World Health Organization 


Director-General, told the Board, because 
present accommodations in the Palais des Na- 
tions are not sufficient for present or future 
WHO operations, and because the other or- 
ganizations working in the Palais are also in 
critical need of additional office space. WHO 
has already been obliged to move certain of 
its services to some 80 offices outside the 
Palais, Dr. Candau said, and plans for enlarg- 
ing the Palais itself would not provide an ac- 
ceptable solution. The World Health As- 
sembly approved, at its twenty-fifth session on 
Feb. 1, the arrangements for the building. 


“FIRST REPORT ON THE WORLD HEALTH 
SITUATION” 

The first “really world-wide description of 
the health of the people” has just been pub- 
lished by the WHO. This 400 page document, 
entitled “First Report on the World Health 
Situation,” records the progress of man’s 
struggle against his great afflictions and is an 
assurance to the world in terms of personnel 
and equipment of the services available to 
public health administrations in 157 countries 
and territories. 


Dr. M. G. Candau, Director-General of 
WHO, states in his preface that one of the 
objectives of the report is “to cast a strong 
light on various aspects of public health as it 
is observed in different countries from the 
standpoint of modern medicine, not as an iso- 
lated discipline, but as a living branch of the 
social and biological sciences.” The main part 
of the report consists of chapters devoted to 
individual countries, including figures on 
births, general mortality, and infant and ma- 
ternal mortality. Information is given on the 
medical and health personnel employed in na- 
tional services (number of physicians, nurses, 
midwives, and dentists) and on hospital serv- 
ices (general, maternity, psychiatric, and sana- 
toriums.) Each of these chapters is preceded 
by a brief general summary of the national 
situation, designed to “set the stage” for the 
review of the following points in the world 
health situation: climate and health, ignorance 
and health, the future, infant mortality, health 
statistics, shortage of physicians, and interna- 
tional co-operation. 
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“The ontogeny of the individual recapitulates the phylogeny of the race” has been a sentence 


that I have remembered from my biological training of 40 years ago. Perhaps it was the rhythm 
of the words that made it remain in my mind, or it may have been a symbol of my fascination 
with the subject of evolution. I was intrigued by the long history of its development. I mar- 
veled that speculation on the subject began before the time of Aristotle and continued among 
the natural philosophers of the sixteenth and seventeenth centuries (Bacon, Leibnitz, Spinoza, 
Pascal, and Newton) down to the naturalists of the nineteenth century (Erasmus Darwin, Charles 
Darwin, Lamarck, and the monk Mendel). The swift winning of acceptance of the theories of 
Charles Darwin was probably due to the championship of his friend Thomas Henry Huxley. I 
was never disturbed, as were some college students, by a revulsion from the idea of the evolu- 
tion of man from lower animals or by a feeling of religious conflict, but I have never been 
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completely satisfied as to “where we go from here.” What is the “future of man? 


Julian Huxley, a distinguished biologist and the first Director-General of UNESCO, gives us 
an entirely new concept of evolution, which appears in the December, 1959, Bulletin of the 
Atomic Scientists. 1 was interested to note that he is the grandson of Thomas Henry Huxley, 
the champion of Darwin, and is carrying forward the theory to the modern-day application 
that I have been seeking. 


Huxley suggests that science has launched us into the Atomic Era, with all its attendant 
hopes and fears, but has also given us a fuller comprehension of nature as a whole. “It is the era 
in which the evolutionary process, in the person of man, is becoming purposeful and conscious 
of itself.” A few million years ago, living matter had reached the limits of the purely material 
and physiological achievement and only the possibilities of the mind remained to be realized. 
This, he stresses, is the psychosocial or human phase of evolution. “Man’s capacity for reason 
and imagination, coupled with his ability to communicate his ideas by means of verbal symbols 
of language, provided him with a new mechanism for evolution, in the shape of cumulative 
tradition.” Man can transmit experience and its results in place of material particles or genes. 


Huxley uses a simile of Sir James Jeans to show us that man as a dominant evolutionary 
type is absurdly voung: “If you represent the biological past by the height of St. John’s Ca- 
thedral, then the time since the beginning of agriculture and settled life equals one postage stamp 
flat on its top. And unless man destroys himself by nuclear war or other follies, he can look 
forward to evolving through at least the time equivalent to another St. Paul’s.” 


Huxley stresses that real progress has already been achieved by psychosocial evolution. We 
have increased expectation of life, less disease, better communications, increase of mechanical 
power and decrease of physical drudgery, and enrichment through creative achievement in mu- 
sic and art and in discovery and ideas. But we have also poverty and crime, organized cruelty’ 
and indignity, exploitation and slaughter. 


With this new perspective, he continues, the better realization of man’s intrinsic possibilities 
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has barely begun. Few human beings realize more than a tiny fraction of their capacities or 
enjoy any but the most meager degree of possible satisfaction and self-fulfillment. Nor have 
human societies realized more than a fraction of their capacities. 


“The idea of a greater fulfillment for all mankind could become a powerful force, capable of 
influencing the direction of future evolution, and of overriding the more obvious motives of 
immediate personal or national self interest. . . . For this we need not only an extension of sci- 
ence, but a reorientation of education; not only more knowledge, but also a better expression 
and a wider dissemination of ideas.” 


Jessie elated Brodie, M.D. 


OFFICIAL CALL TO THE 1960 ANNUAL MEETING 
OF THE 


American Medical Women’s Association, Inc. 


I, Jessie Laird Brodie, M.D., as president of the American Medical Women’s 
Association, call all members to attend the 1960 Annual Meeting, to be held in 
Miami Beach, Fla., June 9-12, 1960, with headquarters at The Carillon Hotel. 
The Board of Directors Meeting will convene at 8:30 a.m., Friday, June 10 and 
the first general business session of the Annual Meeting will convene at 9:00 a.m., 
Friday, June 10, for the hearing of reports, adoption of resolutions, transaction 
of business, and the presentation of scientific programs. 


Every member is welcome to attend. All business is presented for vote by the 
members. 
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American Medical Women's Association, Inc. 


TENTATIVE PROGRAM 


1960 ANNUAL MEETING 
June 9-12, 1960 The Carillon Hotel 
68th to 69th Street 


Miami Beach, Fla. 
Thursday, June 9 


Committee Meetings 
10:00 a.m.—Executive 
1:00 p.m.—Finance 
7:00 p.m.—Executive 
Others as called by their chairmen 
Evening tour of Miami Beach recreational facilities for older people 


Friday, June 10 


9:00 a.m.—General business session 

12:00 noon—All resolutions to Reference Committee A 

12:30 p.m.—Luncheon. Compliments of Women’s Safety Division, Allstate Insurance Com- 
pany 

2:30 p.m.—Tour of clinical facilities and programs 

7:00 p.m.—Dinner 

8:30 p.m.—Speaker: Leonard Larson, M.D., Chairrnan, Board of Trustees of AMA 


Saturday, June 11 


9:00 a.m.—General business session 
11:00 a.m.—Reading of resolutions 
12:15 p.m.—Lunch 
2:00 p.m.—Scientific Assembly 
Debate: “Should the Older Person Live with His Children?”—high school de- 
bating team 
4:00 p.m.—Hearing on resolutions 
6:00 p.m.—Hospitality hour 
7:00 p.m.—Inaugural banquet 
Inaugural Address: “A Modern Day Challenge—Disability”— 
Claire F. Ryder, M.D. 
Presentation: Elizabeth Blackwell medal 


Sunday, June 12 
9:00 a.m.—General business session 
12:15 p.m.—Luncheon 
2:00 p.m.—Scientific Assembly 
Preview 1960-1961 program 
Panel: “Prevention and Control of Disability”—Nila Kirkpatrick Covalt, M.D., 
moderator 
General presentation, Dr. Covalt 
Incontinence, William L. Daniels, M.D. 
Psychological, James L. Anderson, M.D. 
Health-related, Michael Soisson, LL.D. 
Recreation, Jack Woody, Superintendent of Recreation 
5:00 p.m.—Tea at Dr. Soisson’s Retirement Hotel 
6:00 p.m.—Splash party and barbecue at home of Dr. Mary Patras. All women physicians 
are invited and husbands are welcome 





For room reservations, see page 454; meal reservations, page 460; and special tours page 464. 
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Agreement Between American Women's Hospitals 
Service, Inc, and the American Medical 
Womens Association. Inc. 


AGREEMENT made this 28 day of January, 1960, between American Medical Women’s 
Association, Inc., hereinafter called Association, having its principal place of business at 1790 
Broadway, in the Borough of Manhattan, Stare of New York, American Women’s Hospitals 
Service, Inc., hereinafter called AWH, a New York Corporation, having its office at 50 
West 50th Street, in the Borough of Manhattan, State of New York and Medical Service 
Committee (American Women’s Hospitals) of 50 West 50th Street, in the Borough of Man- 
hattan, State of New York, hereinafter called Medical Service Committee. 


WITNESSETH 


WHEREAS, Medical Service Committee (American Women’s Hospitals) has been a 
standing committee of Association and has been such for more than forty years last past, and 


WHEREAS, under the Constitution of Association (Article IV, Section 5 and the By-Laws 
thereof, Article V, Section 10), Medical Service Committee as such was in charge of the re- 
lief work of the Association, had the authority to make its own budget, raise its own funds 
and disburse them and was empowered to receive and administer legacies, and 


WHEREAS, functioning under the aforesaid Constitution and By-Laws of Association, 
Medical Service Committee maintained its own records, administered its own affairs, made 
its own budgets, raised and disbursed its own funds and received legacies, and 


WHEREAS, Association and Medical Service Committee agreed that the interest of each 
would best be served by the separate legal existence of Medical Service Committee with a 
measure of liaison between them, and 


WHEREAS, Association, at a meeting regularly convened, duly ratified and approved the 
separate incorporation of Medical Service Committee under the name of “American Women’s 
Hospitals Service, Inc.,” and consented to the transfer by said Medical Service Committee of 
its funds, books, records, office furniture and other paraphernalia to the new corporation, and 


WHEREAS, on the 31st day of December, 1959, American Women’s Hospitals Service, 
Inc. was duly organized by the filing of a Certificate of Incorporation with the Secretary of 
State of the State of New York, and 


WHEREAS, the parties hereto are desirous of defining their respective obligations to each 
other, 


NOW, THEREFORE, it is agreed as follows: 


1. Medical Service Committee is hereby granted the right to set over, assign and transfer 
to AWH all funds in its name, together with all books, records, office furniture and such 
other paraphernalia as it now has and which is and was a part of said Medical Service Com- 
mittee. 

2. AWH agrees for itself, its successors and assigns that all pertinent books and records 
will be made available to Association, in connection with any audit of the latter’s affairs by 
any taxing authority, wherein the business or activities of Medical Service Committee are in- 
volved and AWH further agrees to furnish Association upon written request and provided 
Association pays for same, copies of any and all of the pertinent records involved in the audit. 


3. AWH is authorized to use on its stationery (in type size not exceeding 6 point) the 
words:—“Successor to Medical Service Committee, American Women’s Hospitals of the Amer- 
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AGREEMENT BETWEEN AWH AND AMWA 


ican Medical Women’s Association, Inc.” and in other literature, same or other words of 
similar import. 


4. Medical Service Committee represents that none of the funds transferred by it to 
AWH are trust funds. 


5. Association agrees that for a period of five (5) years from the date hereof, not to form 
a Committee engaged in the same or similar work carried on by Medical Service Committee 


and/or AWH. 


6. At the time of transfer of its assets by Medical Service Committee to AWH, Medical 
Service Committee agrees to submit a final audit of its assets and liabilities to Association, as 
provided in the By-Laws and Constitution of Association. 


7. In consideration of the foregoing, AWH agrees at all times hereafter to indemnify 
Association against any loss, damage or expenses which Association may sustain or incur by 
reason of any act, thing or deed committed or performed by Medical Service Committee from 
the time of its formation to the date of the transfer of its assets to AWH. 


8. Subject to ratification by the respective Board of Directors of Association and AWH, 
the By-Laws of both corporations shall provide that a member of the Association shall be a 
member of the Board of Directors of AWH with the end in view that liaison shall continue 
between Association and AWH. 


9. Association agrees that it will cooperate in securing to AWH any legacies which by 
their terms are bequeathed to American Women’s Hospitals or Medical Service Committee, or 
intended to be bequeathed to American Women’s Hospitals or Medical Service Committee. 


IN WITNESS WHEREOF, the parties have hereunto set their hands the day and year 
first written above. 


AMERICAN MEDICAL WOMEN’S ASSOCIATION, INC. 


Jessie L. Brodie, M.D. 
(Signed) By: - eee , 
President 


AMERICAN WOMEN’S HOSPITALS SERVICE, INC. 


Esther P. Lovejoy 
Gined) By: 


President 
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Council Meeting of Medical Women’s 
International Association 


Baden-Baden, Germany 


Sept. 7-10, 1960 


The subject of the conference at the ninth meeting of the MWIA will be “The 
Old Woman,” and each of the affiliated organizations will participate in the dis- 
cussions. The German Medical Women’s Association is putting a great effort into 
the organization of this meeting to make it both enjoyable and interesting. The 
Executive Committee has made the following plans for the Scientific Session: On 
the first and second days there will be presentation of special papers and brief 
comments. On the third day Council members will break up into six working 
groups for group discussions. This will be followed right to the end of the ses- 
sion by a general report and summary. The following divisions for the working 
group have been suggested: (1) the situation of old women in society and in the 
family; (2) the working situation of the old woman and pensionable age; (3) 
physical illness (two working groups will discuss this topic); (4) mental disturb- 
ances; and (5) measures of care for the old woman. 

The AMWA is allowed five councilors and 25 nonvoting delegates and ob- 
servers. All anticipating attendance at the MWIA meeting are requested to send 
their names to the undersigned as early as possible. Registration blanks, including 
requests for hotel accommodations, will be sent to those requesting them. For 
further information write to Alma Dea Morani, M.D., National Corresponding 
Secretary, 3665 Midvale Ave., Philadelphia 29. 





FOURTH MEDICAL WOMEN’S INTERNATIONAL TOUR—1960 


The following tour has been arranged in 
connection with the MWIA Council Meet- 
ing, to be held in Baden-Baden, Germany, 
Sept. 7-10, 1960, and the World Medical As- 
sembly in Berlin, Sept. 16-22, 1960. 

Leaving New York Aug. 5 by Pan Ameri- 
can World Airways jet #114, we will spend 
five days in Rome, with two full days of 
sight-seeing, two days of leisure (one of 
which may be used for a visit to Naples and 
Pompeii—optional), and an evening to see the 
performance of the Open Air Opera at the 
Baths of Caracalla. From there we fly to 
Athens by Italian Airlines on Aug. 11 for sev- 
en days, with trips to Corinth, Epidaurus, 
Mycenae, Thebes, and Delphi. On one after- 
noon there will be a trip to Cape Sounion 
along the Coast of Attica, passing quaint 
Greek villages, and a visit to the Temple of 
Poseidon with dinner at the Pavilion, perched 
on a cliff below the Temple. 

A cruise along the Dalmatian Coast will be- 
gin on Aug. 17, leaving Athens by ship from 
Piraeus, sailing for four days and nights, and 
stopping at several ports of call—Bari, Kotor, 
and the historic walled town of Dubrov- 
nik, where we will have dinner and attend the 
Dubrovnik Festival of Music and Folklore. 
Continuing our cruise to Rijeka, we disem- 


bark for an overnight stay at the famous 
Adriatic seaside resort Opatija. The following 
morning we leave in our own motor coach 
for a beautiful drive through the National 
Park and Plivice Lakes to Zagreb for a dav 
and night visit; then on to Ljubljana, the old 
capital of Slovenia and site of many cultural 
and archeological monuments. On Aug. 25 
we arrive in Trieste. 

From Trieste we drive to Venice for two 
full days of leisure and sight-seeing, leaving 
on Aug. 29 by private motor coach for Bad 
Gastein, world famous spa, and, via Salzburg, 
for two days in Oberammergau, during which 
we will attend the Passion Play. Munich will 
be the next stop, with ample time allowed for 
the opera and sight-seeing. On Sept. 6 we 
leave for Baden-Baden and the MWIA meet- 
ing. 

Reservations for the MWIA meeting will 
be made through the MWIA Secretariat, but 
our travel agency will take care of return res- 
ervations to New York and stopovers in Ber- 
lin, Paris, and other cities as desired. Husbands 
and friends are welcome. 

The cost of the tour is $1,495. For further 
information and a detailed itinerary, write 
Ada Chree Reid, M.D., 118 Riverside Drive, 
New York City 24. 
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Objectives 


“The purpose of this Alliance is to bring medical women of North, South, and Central 
America, and the Caribbean Area into an association with each other for mutual improvement; 
encouragement of their participation in all branches of medical public welfare work; for ex- 
change of ideas and of improved treatment methods; to facilitate social and cooperative rela- 
tions; to assist in the further education of its members through exchange fellowships and loans; 
and to generally forward such constructive movements as may be mutually beneficial and prop- 


erly endorsed by the medical associations of our several countries.” 


(Constitution—Article IT) 


Pan American Medical Women’s Alliance 


VII CONGRESS-SAN JUAN, PUERTO RICO 


June 3-8, 1960 


Have you dreamed of a medical meeting 
on a tropical island cooled by trade winds? 
Does your dream include five days at the 
beautiful modern Condado Hotel, with the 
architecture and the charm of old Spain, 
which is situated on an enticing ocean beach? 
Oh, yes, there is also a large outdoor swim- 
ming pool if you are timid. And all is at 
amazingly low off-season, convention prices. 

Our Puerto Rican colleagues promise hos- 
pitality of the incomparable Latin-American 
type at this crossroads of North and South 
America—the strongest link in our friendship 
with our Spanish-speaking colleagues. Their 
entertainment plans include a Sunday excur- 
sion to Barranquitas, a famous mountain re- 
sort, and a trip to the eastern end of the 
Island to the mountain “El Yunque,” with its 
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“Rain Forest” of prehistoric species of tree 
ferns. Then to Luquillo beach for a swim and 
barbecue. The world-famous Casals’ Music 
Festival will also take place during the week 
of our congress. Would you not like to at- 
tend one of their concerts? 

The medical program will be outstanding 
as it brings together research and observations 
from both continents, and with adequate 
translations. The economy fares make it pos- 
sible to fly from New York to Puerto Rico 
and return via Miami for little more than the 
round trip to Miami alone. PAMWA, 
AMWA, and AMA—14 days of medical re- 
fresher courses and delightful entertainment 
too! 

For registration blank, see page 466 of this 
issue. 











Of Special Interest 


MOTOR VEHICLE ACCIDENTS 


Motor vehicle accidents killed more persons 
in the United States in the first six months of 
1959 than did acute poliomyelitis, measles, 
scarlet fever, whooping cough, and diphtheria, 
all lumped together, in the last six years, ac- 
cording to statisticians of the Metropolitan 
Life Insurance Company. The motor vehicle 
accident toll of approximately 17,100 was 
about 5 per cent above that for the first six 
months of 1958 and marked a reverse in the 
trend of the last few years. Beginning with 
the January-June pericd of 1956, when about 
18,000 were killed, traffic deaths for the period 
had dropped to 17,500 in 1957 and to about 
16,300 in 1958. 

Records of the circumstances surrounding 
motor vehicle accident deaths in 1957 indicate 
that intensified efforts toward greater high- 
way safety are needed. Collisions between 
motor vehicles resulted in almost 12,000 deaths 
that year; they accounted for over one fourth 
of all motor vehicle accident deaths among 
men and for about two fifths of those among 
women. Pedestrians hit by motor vehicles 
comprised one fifth of the total victims, the 
number of such deaths totaling close to 
8,000. Other collision victims included nearly 
2,000 drivers and passengers in motor vehicles 
that hit fixed objects, such as trees and poles, 
and another 1,400 dead were in vehicles that 
collided with railway trains. Noncollision ac- 
cidents also account for a considerable loss of 
life in the United States. In 1957 more than 
7,500 motor vehicle deaths resulted from 
running off the roadway, and another 1,300 
persons died in vehicles that overturned on the 
road. 

“The complexity of the motor vehicle 
problem requires an attack on many fronts. 
Law enforcement agencies, engineers, educa- 
tors, and others actively engaged in the safety 
movement still face a formidable task in re- 
ducing the slaughter on our streets and high- 
ways. But these efforts will accomplish little 
if they do not have the wholehearted co-oper- 
ation of the American people.” 


BABY CARE COUNCIL 


The National Baby Care Council, a volun- 


tary public service organization located in 
Philadelphia, has been formed to promote 
the health and welfare of the baby from birth 
to 2 years of age. The Council is financed 
by the diaper service industry and operates 
as a nonprofit corporation with its own con- 
stitution and bylaws; it has complete inde- 
pendence in determining policy and program. 
Professional membership in the Council comes 
from nine fields representing medicine, public 
health, nursing, education, social service, com- 
munity organizations, hospitals, research, and 
communications. 


Two major projects are currently under 
way. One is the distribution of a booklet, 
“Mother’s Guide to Diaper Hygiene,” which 
was prepared to help mothers prevent diaper 
rash. The second project is a_baby-sitter 
training course, first developed in Pittsburgh 
in co-operation with the Allegheny County 
Schools, to train teen-agers in the care of 
babies. The course includes an_ instruction 
film, a baby sitter’s handbook, and a teacher 
training manual. 


INTERNATIONAL MEETING EMPHASIZES 
COMMON GOALS OF WOMEN 


The governing body of the International 
Labor Organization established the Panel of 
Consultants on the Problems of Women 
Workers, which met in Geneva, Switzerland, 
in 1959. The Panel included 27 members from 
19 countries, 9 each appointed from industry, 
labor, and government. Five women who had 
studied the work of the Women’s Bureau of 
the U.S. Department of Labor participated in 
the meeting, at which Mrs. Alice K. Leopold 
served as chairman. 

Of particular interest to the Panel were: 
recent trends in women workers’ opportun- 
ities and needs, conditions and problems of 
women working in agriculture, women’s 
wages, and future programs for women work- 
ers. Mrs. Leopold said: “Everywhere women 
leaders are approaching their task with dedi- 
cation and competence. They are determined 
and able to meet the challenges offered by 
new developments which are occurring in all 
parts of the world.” 
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Opportunities for Women in Medicine 


AWARDS 


Monographs. In an effort to encourage 
young physicians to communicate their work 
in the classical form of the monograph and to 
achieve high standards of medical writing, the 
editors of Modern Medical Monographs have 
announced the 1960 competition for unpub- 
lished manuscripts on clinical subjects in the 
field of internal medicine. The first prize is 
$500, and the authors of other highly rated 
manuscripts will be offered a contract for 
publication of their work as a book in the 
MMM series under standard rovalty arrange- 
ments. The conditions for eligibility are: the 
physician is to be under 40 vears of age: man- 
uscripts, including illustrations, should be 
submitted in duplicate (original and one 
copy) by registered mail and postmarked by 
Dec. 1, 1960; the manuscript, including bibli- 
ography, must not be less than 130, or more 
than 200, double-spaced typewritten pages 
with 1 in. margins, and should not have more 
than 30 illustrations (pictorial charts, draw- 
ings, diagrams, or photographs): and Fish- 
bein’s Medical Writing (third edition) should 
be followed for stvle. Send manuscripts to 
Irving S. Wright, M.D., 450 E. 69th St., New 
York City 21. 


Psoriasis. The Baylor Universitv College of 
Medicine has announced the Mr. and Mrs. 
J. M. Taub International Memorial Award for 
Psoriasis Research in the amount of $1,000. 
An individual or group will receive the award 
for the “most outstanding investigative work” 
in this area. The research must have been 
published in one of the medical journals dur- 
ing the year, or read before a dermatological 
medical society. Application must be made by 
Dec. 31 of the same year and submitted to Dr. 
John M. Knox, Department of Dermatology 
at Baylor, Houston 25, Texas. 


FELLOWSHIPS 


Industrial Medicine. Graduate fellowships 
in industrial medicine are being offered by the 
University of Cincinnati Institute of Indus- 
trial Health. Information may be obtained 
from the Secretary, Institute of Industrial 
Health, College of Medicine, Eden and Beth- 
esda avenues, Cincinnati 19. Only graduates 
of approved medical schools who have com- 
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pleted at least one year of internship will be 
considered. 


Professional Women. The _ Fellowships 
Awards Committee of the American Associa- 
tion of University Women will award $108,- 
500 in fellowships for the year 1961-1962. 
The 40 fellowships, which the sum will pro- 
vide, will be open to women of the United 
States who have either their Ph.D. degree or 
who will have fulfilled all requirements for 
this advanced degree except the dissertation, 
and to women who have achieved profession- 
al recognition. There is no restriction by age 
or field, and the fellowship may be used for 
research or study abroad or in the United 
States. The deadline for filing applications is 
Dec. 1, 1960. For information write to Fel- 
lowships Office, AAUW Educational Founda- 
tion, 1634 Eye Street, N.W., Washington 6, 
D.C. 


LOANS 


Merck. The George W. Merck Memorial 
Loan Fund in the amount of $400,000 has 
been established by the Merck Company. The 
purpose of the fund is to encourage deserving 
interns and residents to seek the best possible 
postgraduate training by providing loan funds 
that will supplement the stipends available to 
them at teaching hospitals. Fighteen medical 
schools affiliated with the following universi- 
ties are participating: Boston, Columbia, Cor- 
nell, Harvard, Johns Hopkins, New York, 
Northwestern, St. Louis, Tufts, California, 
Chicago, Illinois, Pennsylvania, Vermont, Vir- 
ginia, Vanderbilt, Washington (St. Louis), 
and Yale. Each loan shall be repaid to the par- 
ticipating medical school that makes the 
award. Graduates of other schools are eligible 
if they take their internship or residency at 
one of the 48 associated hospitals. Contact the 
Merck Company Foundation, Rahway, N.]J., 
for further information. 


MEETINGS 


Alcoholism. The International Commission 
on Alcoholism in Industry, in conjunction 
with the Conference of French Industrial En- 
terprises on Safety at Work and Alcoholism, 
will meet in Paris for its first session June 
8-10. For information contact Mr. André 
Bertrand, 24, Raspail, Paris Vile, France. 
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Biopsychiatry. The Society of Biological 
Psychiatry will hold its meeting June 10-12 at 
the Deauville Hotel, Miami Beach, Fla. In- 
terested persons should contact Dr. George 
N. Thompson, 2010 Wilshire Blvd., Los An- 
geles 57. 


Cancer. The Fourth National Cancer Con- 
ference will be held in Minneapolis Sept. 13- 
15. The theme of the Conference will be 
“Changing Concepts Concerning Cancer.” For 
information write to the American Cancer 
Society, Inc., Medical Affairs Department, 
521 W. 57th St., New York City 19. 


Chest Diseases. The International Congress 
on Diseases of the Chest will meet in Vienna, 
Austria, Aug. 28-Sept. 1. The meeting is 
sponsored by the Council on International 
Affairs, American College of Chest Physi- 
cians. Information can be obtained by writing 
to Mr. Murray Kornfeld, 112 E. Chestnut St., 
Chicago 11. 


Congenital Malformations. The Internation- 
al Conference on Congenital Malformations 
will be held in London, England, July 18-22, 
under the sponsorship of The National Foun- 
dation. The Conference will deal particularly 
with the incidence of congenital malforma- 
tions and its relationship to social and medical 
conditions, the genetic and environmental 
factors that may be responsible, the normal 
mechanisms of embryogenesis and the condi- 
tions that result in abnormalities, the relation- 
ships between mother and fetus during preg- 
nancy, and the obstetric problems related to 
deformity. Information may be obtained from 
Mr. Stanley E. Henwood, Executive Secre- 
tary, International Medical Congress, Ltd., 
120 Broadway, New York City. 


Dermatology. The Society for Investigative 
Dermatology, Inc., will convene at the di Li- 
do Hotel, Miami Beach, Fla., June 13-15. 
Further information can be obtained from Dr. 
Herman Beerman, 255 S. 17th St., Philadel- 
phia 3. 


Diabetes. The American Diabetes Associa- 
tion, Inc., will meet at Miami Beach, Fla., 
June 11-12. For details contact Mr. J. Rich- 
ard Connelly, 1 E. 45th St., New York City 
af 


EEG. The American Electroencephalo- 
graphic Society will meet June 10-12 at the 
Statler Hilton Hotel in Boston. Information 


can be obtained from Dr. George A. Ulett, 
1420 Grattan St., St. Louis 4. 


Electron Microscopy. The European Con- 
ference on Electron Miscroscopy will meet 
Aug. 29-Sept. 3 at Delft, The Netherlands. 
For details write to Prof. J. B. LaPoole, Mijn- 
bouwplein 11, Delft, The Netherlands. 


Endocrinology. The Endocrine Society will 
meet at the Eden Roc Hotel, Miami Beach, 
Fla., June 9-11. For details contact Dr. Henry 
H. Turner, 1200 N. Walker, Oklahoma City, 
Okla. 


Geriatrics. Miami Beach, Fla., will be the 
site of the meeting of the American Geriatrics 
Society June 9-10. Information can be ob- 
tained by writing to Dr. Richard J. Kraemer, 
2907 Post Rd., Warwick, R.I. 


Medical Writing. The Third Annual Medi- 
cal Writers’ Institute will be held at Rensse- 
laer Polytechnic Institute, Troy, N. Y., June 
13-17. The Institute was founded in 1953 to 
provide a forum and workshop for writers 
and editors. Inquiries should be sent to Prof. 
Jay R. Gould, Director, Technical Writers’ 
Institute, Troy, N. Y. 


Medicine. The German Medical Association 
(Bundesarztekammer) will be the host of the 
XIVth General Assembly of The World 
Medical Association Sept. 15-22, and will hold 
its annual meeting concurrently. The two 
associations will meet jointly in their opening 
and closing plenary sessions. Information can 
be obtained from The World Medical Asso- 
ciation, 10 Columbus Circle, New York City 
19. 


Mental Deficiency. The International Con- 
ference on the Scientific Study of Mental De- 
ficiency will meet in London, England, July 
24-29. For details contact Mr. Harvey A. 
Stevens, 301 Troy Drive, Madison 4, Wis. 


Neurology. The American Neurological 
Association will meet at Boston’s Hotel Stat- 
ler June 13-15. Further information can be 
obtained from Dr. Melvin D. Yahr, 710 W. 
168th St., New York City 32. 


New York Infirmary Alumnae. The Medi- 
cal Alumnae Association of the New York 
Infirmary will hold its annual meeting on 
June 7. The chairman will be Dr. Helen 
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Grady Cole. Topics and speakers will be: 
“Copper Content in Blood Plasma of Schizo- 
phrenic and Normal Children,’ Dr. Ruth 
Bakwin; “Recent Advances in Ear, Nose, and 
Throat,” Dr. Mary Markham; “Psycho- 
Pharmacology,” Dr. Helen Langner; “Newer 
Approaches in Chemotherapy in Malignan- 
cy,” Drs. Erlinda Novales and Barbara John- 
ston; “What’s New in Allergies,” Dr. Leoni 
Claman; “Recent Advances in Neurology,” 
Dr. Luigia Norsa; “Results of 20 Cases with 
Modified Shirodkar Procedure,” Dr. Helen 
Spencer; “Advances in Cardiology,” Dr. 
Frances Bailen-Rose; “Recent Advances in 
Fertility,” Dr. Jeanne Epstein; and “New 
Frontiers in Medicine,’ Dr. Lucile Loseke. 
For information write to the Association, 
New York Infirmary, Stuyvesant Square East 
and 15th Street, New York City 3. 


Nuclear Medicine. Persons interested in at- 
tending the meeting of the Society of Nuclear 
Medicine June 22-25 at Estes Park, Colo., 
should contact Dr. Thad P. Sears, VA Hospi- 
tal, Denver 20. 


Occupational Health. New York City will 
be the meeting place of the 13th International 
Congress on Occupational Health July 25-29. 
Forty countries, represented by physicians, 
nurses, and industrial hygienists, will consider 
the problems of administration, medical and 
surgical practices, education, training, work 
physiology, work psychology, the influence 
of the environment on health and hygiene, 
hazards peculiar to certain industries, and so- 
cial and legal problems. For details contact 
Dr. Leo Wade, 15 W. 51st St., New York 
City. 

Ophthalmology. The Association for Re- 
search in Ophthalmology, Inc., will hold its 
meeting June 12-17 at Miami, Fla. Informa- 
tion can be obtained from Dr. Lorand V. 
Johnson, 10515 Carnegie Ave., Cleveland 6. 


Physical Therapy. Details on the meeting 
of the American Physical Therapy Associa- 
tion in Pittsburgh, June 26-July 2, can be ob- 
tained from Miss Lucy Blair, 1790 Broadway, 
New York City 19. 

Tuberculosis. Bahia, Brazil, will be the site 
of the twelfth Pan American Tuberculosis 
Congress. The meeting will take place July 
10-14 and information can be obtained from 
Prof. Fernando D. Gomez, 26 de Marzo, 1065, 
Montevideo, Uruguay. 
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THESE WERE THE FIRST 


Francisco, wife of Matteo de Romana, re- 
ceived a public certificate in 1321 from the 
University of Salerno, stating that she pos- 
sessed knowledge of surgery and had passed 
the examination before a commission of dis- 
eases and surgery. 


Dr. Winnie M. Sancer, born in 1871 in 
Jefferson, IIl., came to Oklahoma City in 1904 
as the city’s first woman physician. Dr. San- 
ger attended medical school at Washburn 
College, part of Kansas State College, and re- 
ceived her medical degree in 1904. She was 
the last living person for whom a dormitory 
at the University of Oklahoma was named 
and was one of the first chosen for Oklaho- 
ma’s Hall of Fame. Dr. Sanger was the first 
delegate from Oklahoma to the International 
Council of Women, of which she was a life 
member. 


Dr. KATHERINE L. Storm, of the 1892 class 
of the Woman’s Medical College of Pennsyl- 
vania, died at the age of 81 years at Perkasie, 
Pa. She had operated a fruit farm at East 
Rockhill Township near Perkasie, and had de- 
veloped an abdominal support that bore her 
name and was used here and abroad. Dr. 
Storm retired in 1912. 


Dr. HANNAH TYLER WiItcox, born in 1838 
in Boonville, N.Y., graduated in medicine 
from the Pennsylvania Female College, near 
Philadelphia, in 1860. She then traveled by 
stagecoach to southern Missouri, where she 
built a successful school. With her husband, 
Dr. M. W. Wilcox of Rochester, N.Y., she 
practiced in Warrenburg, Mo. She served 10 
years with the Order of Chosen Friends and 
was one of the early advocates of dress and 
health reform. 


In 1906 the Women’s AcapeMy oF Mepr- 
CINE was organized in Detroit by women 
physicians, the first of its kind in Michigan. 


—From the Evizasetu Bass Collection, 
Rudolph Matas Medical Library, 
Tulane University, New Orleans. 








Dr. Rita S. FINKLER of Newark, N. J., pre- 
sented “Etiology of Infertility in Patients with 
Acromegaly and Co-Existing Cystic Ovaries: 
Report of Three Cases” at the third World 
Congress on Fertility and Sterility, held in 
Amsterdam, The Netherlands, June 7-13, 
1959. She also participated in various round- 
table discussions of the role of hormones and 
vitamins in fertilitv. She then joined 15 phy- 
sicians for a post-Congress trip to Czechoslo- 
vakia, Austria, Russia, and Berlin, where phy- 
sicians in these countries arranged for medical 
programs and social functions for the group. 

On Feb. 23, 1960, Dr. Finkler delivered an 
illustrated talk, ““The Present Status of Medi- 
cine in Russia,” to the monthly meeting of 
the Russian Medical Society of New York, 
held at the New York Academy of Medicine. 


At the Annual Forum of Woman’s Medical 
College of Pennsylvania, celebrating Found- 
ers’ Day, March 9, Dr. Harrier Harpy, As- 
sistant Medical Director at the Massachusetts 
Institute of Technology, moderated the after- 
noon session of “Atoms, Rays and People—a 
Symposium on the Physiological Effects of 
Ionizing Radiation.” 


Dr. Heven L. KNupsen was featured in the 
“Medical Distaff” column of Scope Weekly 
on Sept. 9, 1959. She was cited for her effec- 
tive public health and academic career and 
for her work as director of the Division of 
Hospital Services of the Minnesota State 
Health Department. 


Drs. Dororuy Macy, Jr., Media, Pa., and 
Jean Marcaret Swatn, Agnew, Calif., were 
selected as candidates for advancement to 
fellowship in the American College of Physi- 
cians; Dr. JEAN AILEEN SPENCER, Chicago, 
was selected as a candidate for direct fellow- 
ship in the College; and Drs. Heten Rutu 
Casu, Cleveland, and Anna Marte Cnirico, 
Philadelphia, were selected for associateship. 


Dr. Firorence I. Manoney of Maryland 
was the recipient of the Governor’s Award 
for Employment of the Physically Handi- 
capped. 


A diplomate of the American Board of 
Plastic Surgery, Dr. Mary Martin of Cin- 
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cinnati was admitted to the American Society 
for the Surgery of Trauma in September, 
1959. 


Miss Jupy M. Roueim, a medical student 
in New York City, received a $350 scholar- 
ship “in the ever-continuing effort of the 
American-Hungarian Medical Association to 
help physicians and medical students who seek 
a new home in this country.” 


Dr. Rteva Rosu, Associate Professor of Ra- 
diology, New York University College of 
Medicine, delivered a lecture series on head 
and neck tumors to dental students at Jerusa- 
lem University and to the Dental Society of 
Jerusalem. She also lectured in Nice and 
Rome before returning to the United States 
in the fall of 1959. 


Dr. Cratre F. Ryper, President-Elect of 
AMWA, spoke before the 1960 National 
Health Forum on “Positive Health of Older 
People.” 


Dr. Emma L. W. Suepparp of Fenton was 
presented with a Fifty Year Pin by the House 
of Delegates of the Michigan State Medical 
Society at their 1959 annual session. 


The name of Dr. Rutu E. Taytor, who 
died July 18, 1959, will be preserved in a me- 
morial fund established for the use of the 
Department of Hematology of the Univer- 
sity of Chicago. 


At the 64th Annual Meeting of the Nation- 
al Medical Association last October, a sec- 
tional meeting on accidental poisoning in in- 
fancy and children was moderated and ad- 
dressed by Dr. Natatie M. Tanner. Her 
report was the result of a two year study on 
aspirin poisoning in children. 


A public hearing held Oct. 28, 1959, in 
Pittsburgh, headed by novelist Pearl S. Buck, 
was devoted to the needs of handicapped 
children in Western Pennsylvania. Contrib- 
uting to the proceedings were Dr. ANNE 
Wacener, Medical Services Director, Alle- 
gheny County Health Department, who 
spoke on the visually handicapped, and Dr. 
MareGaret Livincston, Director of Special 
Education, Pittsburgh Public Schools, who 
spoke on deprived children. 






}.A.M.W.A. 
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NEW FROM 


SEARLE 


INSTANT MIX METAMUCIL 


Psyllium hydrophilic mucilloid with citric acid and sodium bicarbonate 











just pour powder add cool water and it’s 


im pone it’s ae mixed EFFERVESCENT | 


all the advantages of 
smoothage therapy in 
the relief and correction 
of constipation 


e e 2 
each packet is equivalent to stimulates normal peristalsis convenient, premeasured- 
one rounded teaspoonful of e dose packets 

; induces natural elimination e 

aeaennanint atnions © delightful mild lemon flavor 


promotes regularity 
e INSTANT MIX METAMUCIL 
keeps stools soft and 
easy to pass 16 Packets 
s 
avoids harsh laxatives or 
purgatives 


G. DB. SEARLE &€ CO. *® Chicago 8O, IIilinois 
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JUNIOR BRANCH OFFICERS, 1959-1960 


Eva F. Dopce Junior Brancu 
Universiry oF ARKANSAS 
President: Betty Sue Ball, 7419 Illinois, Little Rock. 


Secretary-Treasurer: Patsy Livingston, St. Vincent 
Infirmary, Little Rock. 


Sponsor: Eva Dodge, M.D., University of Arkansas 
Medical Center, Little Rock. 


Baytor UNIVERSITY 


President: Audrey Posey, 2561 N. MacGregor Way, 
Apt. 36, Houston, Texas. 


Secretary-Treasurer: Mary Propes, Texas Medical 
Center, Houston 25, Texas. 


Sponsor: Ruth Hartgraves, M.D., 1208 The Medical 
Towers, Houston 25, Texas. 


Cuicaco Mepicat CENTER 


President: J. Joanne Hoover, 2712 N. Fairfield Ave., 
Chicago 47. 


Secretary: Marie Cortelyou, 1908 W. Ogden, Chi- 
cago. 


Sponsor: Elizabeth A. McGrew, M.D., 1853 W. Polk 
St., Chicago 12. 


Estuer C. Martine Junior Brancu, 
Cincinnati, Oxt10 
President: Jo Ann Heck, 503 Hale Ave., Cincinnati. 
Secretary: Melba Merritt, 3305 Milton Ct., Cincinnati. 


Sponsor: Esther C. Marting, M.D., 2314 Auburn Ave., 
Cincinnati. 


FLORENCE SaBIN JUNIOR Brancu, 
UNIversiTy oF CoLorapo 
President: Olga Miskoweic, 4200 E. Ninth Ave., Den- 
ver 20. 
Secretary: Mary Miller, 4200 E. Ninth Ave., Den- 
ver 20. 


Sponsor: Gertrud Weiss, M.D., 4200 E. Ninth Ave., 
Denver 20. 


Meopicat CoLiece or GEorcIA 


President: Roslyn Seligman, Medical 
Georgia, University Place, Augusta. 


College of 


Secretary: Beverly Belk, 2104 Gardner St., Augusta. 


Sponsor: B. Shannon Gallaher, M.D., Medical College 
of Georgia, University Place, Augusta. 


HAHNEMANN MeEnicaL COLLEGE 


President: Ethel Weinberg, 4207 Chester Ave., Phil- 
adelphia 4. 


Sponsor: Elizabeth B. Brown, M.D., 1930 Chestnut 
St., Philadelphia. 


Howarp UNIVERSITY 
President: Anita Iona Austin, Howard University 
College ot Medicine, Washington 1, D.C. 


Secretary: Jackie Williams, Howard University Col- 
lege of Medicine, Washington 1, D.C. 


UNIVERSITY OF NEBRASKA 


President: Nancy Carmody, 4814 Douglas, Omaha. 


Secretary: Frances Wisner, 418 Sweetwood Ave., Apt. 
6, Omaha. 


Sponsor: Mary Jo Henn, M.D., University of 
Nebraska, College of Medicine, 42nd and Dewey 
Ave., Omaha. 


Ouro STATE UNIVERSITY 


President: Patricia Edman, 338 W. Eighth St., Colum- 
bus. 


Sponsor: Helen P. Graves, M.D., 3821 Maize Rd., 
Columbus. 


UNIVERSITY OF OREGON 
President: Rosemary Stevens, 3825 S.E. Ankeny, Port- 
land. 


Secretary-Treasurer: Joanne Jene, 6400 S.E. Lake Rd., 
Milwaukie. 


Sponsor: Miriam Luten, M.D., 308 Taylor St. Bldg., 
919 S.W. Taylor, Portland 5. 


St. Louts University ScHoot or MepIciINE 


President: Marie R. Badaracco, 2251 S. Grand Blvd., 
St. Louis 4. 


Sponsor: Joan Goebel, M.D., 5128 Jamieson Ave., St. 
Louis 9. 


GeorGE WASHINGTON UNIVERSITY 


President: Diane P. Perrine, 2223 “H” St., N.W., 
Washington, D.C. 

Secretary: Peggy Stubbs, 1449 S. 28th St., Apt. 8, 
Arlington, Va. 


Sponsor: Elizabeth S. Kahler, M.D., 2600 36th St., 
N.W., Washington 7, D.C. 


Whittaker Laboratories, Inc., Peekskill 


N.Y 
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American Medical 


Women’s Association, Inc. 


BRANCH OFFICERS, 1959-1960 
(Continued from Page 468) 


THIRTY-THREE, MIAMI, FLORIDA 
President: Ella M. Hediger, M.D., 560 N.E. 71st St, 
Miami. 
Secretary: Malissa Browning, M.D., 158 Almeria Ave., 
Coral Gables. 


THIRTY-FOUR, ARKANSAS 
President: Elizabeth D. Fletcher, M.D., 705 Donoghey 
Bldg., Little Rock. ; 
Secretary: Martha M. Brown, M.D., State Hospital. 

Little Rock. 


THIRTY-FIVE, PUERTO RICO 
President: Maria I. Robert de Ramirez de Arellano, 
M.D., 312 Professional Bldg., Santurce. 
Secretary: Lydia G. Montalvo, M.D., P.O. Box 1786 
U.P.R., Rio Piedras. 


THIRTY-SIX, ALAMEDA COUNTY, 
CALIFORNIA 

President: Miriam Ruthertord, M.D., 2929 Summit 
St... Oakland. 

Secretary: Dorothy McDonald, M.D., 2490 Channing 
Way, Berkeley. 

THIRTY-SEVEN, SEATTLE, WASHINGTON 

President: Bernice Sachs, M.D., 200 15th Ave. North, 
Seattle. 

Secretary: Evelyn Harris, M.D., 200 15th Ave. North, 
Seattle. 


THIRTY-EIGHT, LONG BEACH. CALIFORNIA 

President: Margaret Wright, M.D., 4562 Linden Ave., 
Long Beach 7. 

Secretary: Lilian Lindegren, M.D., 17616 South Clark 
Ave., Bellflower. 


THIRTY-NINE, BOSTON, MASSACHUSETTS 

President: Anna P. D. Manton, M.D., 483 Beacon St., 
Boston 15. 

Secretary: Esther Silveus, M.D., 63 Bay State Rd., 
Boston 15. 

Membership Chairman: Dera Kinsey, M.D., 134 Wel- 
lesley St., Weston. 


FORTY, DALLAS, TEXAS 
President: Harriet Nora Rogers, M.D., Courthouse. 


Dallas. 
Secretary: Mary Agnes Hopkins, M.D., 1035 Medical 
Arts Bldg., Dallas. 
FORTY-ONE, SOUTHEAST VIRGINIA 
President: Hertha Riese, M.D., Route 2, Box 397, 
Glen Allen. 


Secretary: Maysville Owens Page, M.D., 2904 Rugby 
Rd., Richmond. 


FORTY-TWO, HOUSTON, TEXAS 
President: Benjy F. Brooks, M.D., 1506 Medical 
Towers, Houston 25. 
Secretary: Karin Aileen Petri, M.D., 4119 Montrose 
Blvd., Houston. 


FORTY-THREE, THE ALAMO, 
SAN ANTONIO, TEXAS 
President: Anne Farrell, M.D., 2819 N. McCullough, 
San Antonio. 
Secretary: Maxine Jett Surber, M.D., San Antonio 
State Hospital, P.O. Box 1840, San Antonio. 
Membership Chairman: Pearl Zink,, M.D., 615 Medi- 
cal Arts Bldg., San Antonio. 


FORTY-FOUR, MARICOPA, PHOENIX, 
ARIZONA 


President: Zdenka Hurianek, M.D., 4115 N. 10th, 
Phoenix. 

Secretary: Helen Davis, M.D., 3337 E. Mitchell Drive, 
San Antonio. 


for therapy 
of overweight patients 


¢ d-amphetamine 
depresses appetite and elevates mood 
¢ meprobamate 
eases tensions of dieting 


(yet without overstimulation, insomnia, 
or barbiturate hangover.) 


BAMAD:X 


MEPROBAMATE WITH D-AMPHETAMINE SULFATE LEDERLE 


is a logical combination in appetite control 


Each coated toblet (pink) contoins b , 400 mg.; d-omp sulfate, 5 mg 
Dosage: One toblet one-half to one hour before each meal 


LEDERLE LABORATORIES 
A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 











FORTY-FIVE, TUCSON, ARIZONA 


President: Virginia C. Van Meter, M.D., 3365 E. 


Second, Tucson. 
FORTY-SIX. UTAH 


President: Johanna Dieckman, M.D., 868 Second Ave.. 


Salt Lake City. 
FORTY-SEVEN, COLORADO 
President: Miriam Benner, M.D., 254 Metropolitan 
Bldg., Denver 2. 
Secretary: Maryethel Meyer, M.D., 1677 Wadsworth, 
Lakewood. 
FORTY-EIGHT, 
NORTHWEST INDIANA 
President: Dorothy Ruth Darling, M.D., 807 Fayette 
St., Gary. 
Secretary: Ellen K. Cohen, M.D., Hebron. 
FORTY-NINE, KENTUCKY 
President: Peggy Howard, M.D., 2116 Edgehill Rd.., 
Louisville. 
Secretary: Letitia Kimsey, M.D., 101 W. Chestnut St.. 
Louisville. 
FIFTY, BROWARD COUNTY 
(FORT LAUDERDALE), FLORIDA 
President: Charlotte E. Mason, M.D., 206 Professional 
Bldg., Hollywood. 
Secretary: Mary Rose Siers, M.D., 3025 W. Broward 
Blvd.. Fort Lauderdale. 
FIFTY-THREE, WESTERN VIRGINIA 
President: Duvahl B. Ridgway, M.D., 108 Professional 
Bldg., Roanoke. 
Secretary: Pauline Davis Carmichael, M.D., 3039 Wil- 
low Rd., N.W., Roanoke. 
FIFTY-FOUR, ALASKA 
President: Gloria K. Park, M.D., 2502 E. 20th, An- 
chorage. 
Secretary: Yurn Ock Dunn, M.D., 1221 15th Ave.. 
Anchorage. 





Please report all changes in Branch officers 
and chairmen as soon as possible to American 
Medical Women’s Association, 1790 Broadway, 
New York 19, N.Y. 
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Doctors, too, like “Premarin: 


HE doctor’s room in the hospital is used for a 
jpn of reasons. Most any morning, you will 
find the internist talking with the surgeon, the resi- 
dent discussing a case with the gynecologist, or the 
pediatrician in for a cigarette. It’s sort of a club, this 
room, and it’s a good place to get the low-down on 
“Premarin” therapy. 

If you listen, you'll learn not only that doctors like 
“Premarin,” but why they like it. 

The reasons are simple. Doctors like “Premarin,” 
in the first place, because it really relieves the 


symptoms of the menopause. It doesn’t just mask 
them — it replaces what the patient lacks — natural 
estrogen. Furthermore, if the patient is suffering 
from headache, insomnia, and arthritic-like symp- 
toms due to estrogen deficiency, “Premarin” takes 
care of that, too. 

“Premarin,” conjugated estrogens (equine), is avail- 
able as tablets and liquid, and also in combination 
with meprobamate or methyltestosterone. 

Ayerst Laboratories * New York 16, N. Y. 
Montreal, Canada 
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b brand of mectizine Ml hydrochloride 3 
| for morning sickness Oni 








DOSAGE: 

One or two tablets 

give 24 hour protection. 
Administer at bedtime to 
prevent "next morning” 
sickness. 


* Trademark 
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basic 
by every 
standard 


effectiveness 





'tAlso, there are fewer therapeutic failures when patients 
are treated with ...[BONINE] than with the other drugs.” 
't.,.[BONINE] is highly effective in relieving the nausea 
and vomiting of pregnancy, providing also the advantage of 
prolonged action. Thus, patients need not anticipate med- 
ication in the early morning hours when nausea is at its 
worst.’’2 





safety 


"t.,. [BONINE] is a drug which is safe and nontoxic to both 
the mother and fetus and which is attended by a minimum 
of undesirable side effects.’’s 





toleration 


‘The incidence of side effects is very low and this agent 
exhibits less sedation and somnolence within therapeutic 
ranges than any of the effective antiemetic agents.’” 


"Side effects were conspicuous by their rarity.’’2 





convenience 


“The most striking advantage of...[BONINE] was that the 
administration of an effective dose only once daily, at bed- 
time, gave 24 hour protection, thus obviating the incon- 
venience and distress of repeating doses during the day.’ 
"t...[BONINE] is especially effective and has the advan- 
tages of a long duration of action (up to 24 hours) anda 
minimum of untoward side reactions.”’' 





economy 


A single low-dosage drug providing therapeutic benefit at 
reasonable cost...contains no unnecessary added ingre- 
dients that increase cost...requires no extended-action 
tablet structure for prolonged effect. 








experience 








The value of BONINE as an antinauseant has been well 
documented and is supported by six years of successful 
Clinical use.'-"6 


only rarely does one drug meet so 
well the needs of one condition 


REFERENCES: 1. Moyer, J. H.: M. Clin. North America, Mar., 1957, p. 405. 2. Lebherz, T. B., 
and Harris, J. H.: Obst. & Gynec. 6:606, 1955. 3. Muiherin, C. McL., and Bryans, C. I., Jr.: 
J.M. A. Georgia 45:46, 1956. 4. Bass, R. F.: Mississippi Doctor 32:176, 1954. 5. Seidner, H. M.: 
illinois M, J. 109:20, 1956. 6. Charlies, C. M.: Geriatrics 11:110, 1956. 7. Weil, L. L.: J. Florida 
Acad. Gen. Practice 4:9, No. 3, 1954. 8. Kinney, J. J.: J. M. Soc. New Jersey 53:128, 1956. 
9. Semmens, J. P.: Obst. & Gynec. 9:586, 1957. 10. Conner, P. K., Jr., and Moyer, J. H.: GP 
14:124, No. 5, 1956. 11. Daeschner, C. W., et al.: South. M. J. 49:1465, 1956. 12. Report of study 
by Army, Navy, Air Force Motion Sickness Team: J.A.M.A. 160:755, 1956. 13. Kean, B. H.: 
GP 20:112, No. 6, 1959. 14. Seppanen, A.: Geriatrics 14:457, 1959. 15. Hardman, E. F.: North 
Carolina M. J. 20:298, 1959. 16. Master, A. M.: New York J. Med. 58:2712, 1958. 


SUPPLIED 

BONINE Tablets, scored, 25 mg. 

BONINE Chewing Tablets, mint-flavored, 25 mg. 
BONINE Elixir, cherry-flavored, equlv. 12.5 mg./5 ce. 
Professional Information Available on Request 
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from carcinomatos 


‘igan | 


Even in the most severe emetic attacks to which cancer 





OR jth aR a 


patients are subject. Tigan provides effective control— ; 
therapeutic or prophylactic. To patients undergoing 
RADIATION for multiple metastases and metastatic lesions, 
“...Tigan was truly a godsend, enabling them to con- 
tinue treatment and obtain relief...not obtainable in any 
other non-surgical way.”! Of 63 patients in terminal 
stages of cancer, 57 were completely or partially relieved 
of nausea/vomiting due to radiation.2 Where CHEMO- 
THERAPEUTIC AGENTS had previously caused both 
nausea and vomiting, Tigan permitted large doses of 
therapy to be given “ 
and vomiting that we had seen before.”* And in nausea 4 
and vomiting due to UNDERLYING NEOPLASTIC DISEASE, 
Tigan produced a good-to-excellent response in 58 per 
cent and a fair response in 21 per cent.3-* 

In addition to the effectiveness required in challenging 
conditions, Tigan provides the safety which assumes 
special significance in everyday situations. Tigan shares 
the superior antiemetic potency (and mechanisms of 
action®) of the phenothiazines without entailing any of 
their risks or, for that matter, any of the side effects 


...Without the associated nausea 











to car sickness 


safely controls the entire range 


of emetic situations without 


antihistamine side effects and 


without phenothiazine risks 


of the antihistamines.*? No sedation or other side effects 
were observed in TRAVEL SICKNESS patients, who were 
quickly and efficiently relieved by Tigan.!° Nor was any 
drowsiness or other untoward reaction seen in 16 PREG- 
NANT women, 15 of whom became asymptomatic on 
Tigan, while other antiemetic medication had failed or 
caused drowsiness in several.!° In GASTROINTESTINAL 
vomiting, where results were “good” in 86 per cent and 
“fair” in 14 per cent, Tigan was “well tolerated” by all."! 
TIGAN (COMPARED TO PLACEBO) IN SEASICKNESS 


; RESULTS 
Number of — 








Medication -atients Improved Unimproved 
Tigan, given initially 142 133 9 
Placebo, given initially 74 7 67 : 
Tigan, given after —_ 

failure of placebo 65 61 4 


NO SPECIAL PRECAUTIONS OR CONTRAINDICATIONS— Patients 
on Tigan may drive an automobile or operate other mechan- 
ical equipment without the hazard of drowsiness; and carry 
on household activities without lethargy or sleepiness. 


fvailable: TIGAN CAPSULES— 100 mg. blue and 
2 cc (100 mg/cc); TIGAN 


200 mg. 


white; TIGAN AMPULS 
SUPPOSITORIES - 
For dosage instructions, consult product liter- 
ature available on request. 


References: 1, J. A. Lucinian and R. H. Bohn, paper 
read at Colloquium on the Pharmacological and Clinical 
Aspects of Tigan, New York City, May 15, 1959. 2.0. W. 
Doyle, Clin. Med., 7:4 1960. 3. B. I. Shnider and L. 
Gold. paper read at Colloquium on the Pharmacological 
ind Clinical Aspects of Tigan, New York City, May 15, 
1959. 4. D. W. Molander. d. 5. W. Schallek, G. A. Heise, 
FE. F. Keith and R. E. Bagdon, J. Pharmacol. & Exper. 
Therap., | ”:270. 1959. 6. Reports on file. Roche Labora- 
ories., 7. O C. Brandman, paper read at Colloquium on 
he Pharmacologic 1 Clinieal Aspects of Tigan. New 
York Citv. Ma I. Roseff. W. B. Abrams, 
J. Kaufman. I nd A Sernstein, J. Verrark 


Beth Israel Hos; 58. 9. W. B. Abrams, I. Roseff, 





J. Kaufman, I nd A. Bernstein, New York J. 
Ved. 59:4217, 1959. 10. Personal communications. 11. L. 
MeLaughlin, paper read at Colloquium on the Pharma- 
logical and Clinical Aspects of Tigan, New York City, 
May 15, 1959 
TIGAN® Hydrochlorid 4-(2-d thoxy)-N 
hydrochloride 
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<s/&3) ROCHE LABORATORIES 
Division of Hoffmann-La Roche Ine. 


Nutley 10, N.J. 





Just a “simple” 
case of cystitis 
may be the 
precursor of 
pyelonephritis'— 
or may actually be 
the first evidence || 
of a pre-existing q 
pyelonephritic 
process.’ 


WHEN TREATING CYSTITIS-SPECIFY 


FURADANTIN 


brand of nitrofurantoin 


to ensure rapid control of infection 
throughout the urogenital system 


Rapid bactericidal action against a wide range of gram-positive and 
gram-negative bacteria including organisms such as staphylococci, 
Proteus and certain strains of Pseudomonas, resistant to other agents 
= actively excreted by the tubule cells in addition to glomerular fil- 
tration s# negligible development of bacterial resistance after 8 
years of extensive clinical use m= excellent tolerance—nontoxic to 
kidneys, liver and blood-forming organs s safe for long-term 
administration 


FIRST 


AVERAGE FURADANTIN ADULT DOSAGE: 100 mg. q.i.d. with meals and with food or milk on 
retiring. Supplied: Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 
REFERENCES: 1 Campbell, M. F.: Principles of Urology, Philadelphia, W. B. Saunders Co., 
1957. 2. Colby, F. H.: Essential Urology, Baltimore, The Williams & Wilkins Co., 1953. 
NITROFURANS—a unique Class of antimicrobials—neither antibiotics nor sulfonamides 


EATON LABORATORIES, NORWICH, NEW YORK 
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51 to 49...10s a boy! 





When she asks “Doctor, what will it 
be?” you can either flip a coin or point 
out that 51.25% births are male.’ But 
when she mentions morning sickness, 
your course is clear: BONADOXIN. 


For, in a series of 766 cases of morning 
sickness, seven investigators report ex- 
cellent to good results in 94%.’ More 
than 60 million of these tiny tablets 
have been taken, The formula: 25 mg. 
Meclizine HCl (for antinauseant ac- 
tion) and 50 mg. Pyridoxine HCl (for 


IN stops morning sickness 


metabolic replacement). Just one tablet 
the night before is usually enough. 


BONADOXIN—DROPS and Tablets—are 
also effective in infant colic, motion 
sickness, labyrinthitis, Meniere’s syn- 
drome and for relieving the nausea and 
vomiting associated with anesthesia and 
radiation sickness. See PDR p. 795. 

1. Projection from Vital Statistics, U.S. Govern- 
ment Dept. HEW, Vol. 48, No. 14, 1958, p. 398. 


2. Modell, W.: Drugs of Choice 1958-1959, St. Louis, 
C. V. Mosby Company, 1958, p. 347. 


New York Fy. New York 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 
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WHY 

DECADRON 
THE WHOLE 
PATIENT © 


MORE 
EFFECTIVELY 


Decadron<¢) 


DEXAMETHASONE 


“THE MOST POTENT STEROID’ WITH “THE LEAST NUMBER OF SIDE EFFECTS”? 


Oo) MERCK SHARP & DOHME * Division of Merck & Co., INc., West Point, Pa. 





NEWAINIDICATTION 


relieves 
aalsiarsieaeret 
cramps... 
by 
relaxing 
uterine 


spasm 


a ee 


>< 
myo- Se vascular relaxant 


VASODiI 


soxsuprine hydrochloride, Mead Johnson 


relieves menstrual cramps through non-hormonal action on uterine muscle 


¢does not disturb normal menstrual 
rhythm or flow 


eis well tolerated in recommended 
oral doses 


*can be used safely with other drugs 


reports of clinical effectiveness 

in the laboratory...relieves spasm 
of uterine muscle” and in clinical 
studies...relieves cramps in approx- 
imately 86 per cent of patients.” 


Mead Johnson 


Symbol of service in medicine 


dosage and administration for menstrual cramps: 
10 to 20 mg. (1 or 2 tablets) three or four 

daily, begun 24 to 72 hours prior to the ext 
onset of menstruation and continued until p 

been averted. If pain has already started, i 
therapy should be 20 mg. (2 tablets) repeate 3 
or four times daily. For full details, see brochure 
available on request from Mead Johnson & Company, 
Evansville 21, Indiana. 

Supplied: 10 mg. tablets, and 2 cc. ampuls con- 
taining 10 mg. (5 mg./cc.) for intramuscular use. 
References: (1) Voulgaris, D. M.: Dysmenorrhea: Cramps or 
Psyche?, Scientific Exhibit, 108th Ann. Meet., Atlantic City, 


June 8-12, 1959. (2) Detailed reports in Mead Johnson research 
files. (3) Voulgaris, D.M.: Obst. & Gynec. 75: 220-222 (Feb.) 1960. 
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